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This chart shows the Osmotic 
action of Antiphlogistine 


IAGRAM represents inflamed area. 
In zone “C” blood is flowing freely 
through underlying vessels. This forms 
@ current away from the Antiphlogistine 
whose liquid contents therefore, follow 
the line of least resistance and enter the 
circulation through the physical process 
of endosmosis. 


In zone “A” there is stasis, no current 
tending to overcome Antiphlogistine’s 
hygroscopic property. The line of least 
resistance for the liquid exudate is there- 
fore in the direction of the Antiphlo- 

In obedience to the same law, 
exosmosis is going on in this zone, and the 
excess of moisture is thus accounted for. 


Antiphlogistine generates and 
retains heat upwards 
to 24 hours 


Due to the chemical reaction which 
goes on during Osmosis between the 


71 


c. p. glycerine of Antiphlogistine and 
the water of the tissues, Antiphlogistine 
keeps up a steady heat generation. 


This sustained heat is invaluable; re- 
lieving congestion by increasing super- 
ficial circulation, stimulating the cuta- 
neous reflexes, and causing contraction 
of the deep-seated blood vessels. 


Used by hundreds of thousands of phy- 
sicians the world over. 


Antiphlogistine stands alone as a non- 
toxic, non-irritant abstractor of fluid 
exudates in superficial inflammations. It 
relieves deep-seated congestion by in- 
ducing superficial hyperemia, through 
its inherent hygroscopic property, and 
without irritation, 


Let us send you our free booklet 
‘*The Pneumonic Lung.” Address: 
The Denver Chemical Company, 
Dept. A, London, E.3. Branches: 
New York, Sydney, Berlin, Paris, 
Buenes Aires, Barcelona, Montreal. 
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An Address 
ON 
THE SPHINCTERS OF THE ALIMENTARY 
CANAL AND THEIR CLINICAL 
SIGNIFICANCE. 


DELIVERED BEFORE THE MANcHEsSTER Mepicat Society 
(OcroBER 81H, 1924) 
BY 


ARTHUR F. HURST, M.A., M.D.Oxon., F.R.C.P., 


PHYSICIAN AND NEUROLOGIST TO GUY'S HOSPITAL. 





Tue sphincters of the alimentary canal play a very impor- 
tant part in digestion. Disturbances in their functional 
activity are not at all uncommon and give rise to a 
variety of symptoms of great interest. 

In order to understand the nature and significance of 
these pathological disturbances in function an accurate 
conception of the anatomy and physiology of the sphincters 
is essential. Anyone wishing to study the structure of the 
sphincters of the alimentary canal will, however, be dis- 
appointed to find how inadequately they are described in 
even the latest editions of the standard textbooks of 
human anatomy. Thanks to the work of Cunningham 
and of Symington respectively the pyloric and anal 
sphincters receive sufficient attention. But we get no clear 
idea of the anatomy of the cardiac and ileo-caccal sphincters, 
and indeed many authors entirely ignore the existence of 
one or both of them, whilst the pelvi-rectal sphincter is 
bever mentioned. 

The fundamental conception concerning the physiology 
of the sphincters depends upon the classical experiments 
of Bayliss and Starling' carried out in the laboratories cf 
Guy’s Hospital twenty-five years ago. They showed that 
peristalsis consists of a co-ordinated reflex, in which a wave 
of contraction, preceded by a wave of relaxation, passes 
down a hollow viscus. When this is extended to the action 
of sphincters it means that a sphincter should relax at the 
approach of each peristaltic wave. The conditions which 
modify this co-ordinated action will form the chief subject 
of my address to-night. 


Tue Carpriac SPHINCTER. 
(a) Anatomy and Physiology. 

The point where the oesophagus joins the stomach is 
called the cardia, but much doubt has been expressed as 
to whether a cardiac sphincter exists at all. Poulton and 
Payne? have, however, clearly demonstrated that the lower 
end of the oesophagus in rabbits exerts a definite sphincter 
action. They also state that on cutting longitudinally 
throngh the cardia into the oesophagus after death in man 
the lower two or three inches can often be seen to have 
a thicker muscular coat than the part immediately above. 
From a radiological study of the act of swallowing in 
normal people and in patients suffering from achalasia of 
the cardia, we have come definitely to the conclusion that 
the last inch or more of the oesophagus, comprising the 
whole of the abdominal portion, 
and sometimes a very small part 
of the thoracic portion, has such 
a totally different function from 
that of the rest that it deserves 
to be regarded as a sphincter. 
This has recently been confirmed 
by observations made. during a 
laparotomy performed for the 
relief of achalasia of the cardia 





Fic. 1.—Stomach of stillborn 


full-time infant, showing and by a study of the oesophagus 
cardiac sphincter, Os. with jin stillborn infants. The rela- 
thickened circular muscle ‘wel . . . 

coat, and deep, pale, longi- tively long cardiac sphincter in 
tudinal rugae. D, Diaphragm, the latter is clearly differentiated 


Sn ietdis aloe incter- from the rest of the oesophagus 
by the greater thickness of its 
muscular coat and by the pallor and prominent Jongitudinal 
rugae of its mucous membrane (Fig. 1). When swallowing 
is not taking place, the postural tone of the circular muscle 


fibres of the cardiac sphincter is such that it has no 





potential lumen, in contrast with the cervical and thoracic 
oesophagus, which have a potential lumen at least an inch 
in diameter, although when empty their walls collapse and 
so completely obliterate it. Consequently the sphincter 
offers a definite resistance to the passage of food, whereas 
the rest of the oesophagus offers no resistance at all. 

The vagal and sympathetic nerve fibres which supply the 
oesophagus end in connexion with ganglion cells situated 
between the circular and longitudinal musewlar coats, 
where they constitute a plexus, similar to the plexus 
myentericus of Auerbach in the intestines. Keith® has 
shown that this consists mainly of nodal tissue, similar to 
that of the auriculo-ventricular bundle in the heart, and 
only to a small extent of nerve cells and fibres. The nodal 
tissue reaches its greatest development in the part of the 
oesophagus iinmediately adjoining the stomach; this fur- 
nishes additional anatomical evidence for the existence 
of a specialized cardiac sphincter, though in adults there is 
often no obvious thickening of the circular muscle coat in 
this region, corresponding to that of the pyloric, ileo-caecal, 
and anal sphincters. The distinction is probably due to the 
fact that the function of the cardiac sphincter differs from 
that of the others in being concerned in the prevention of 
regurgitation of gas and fluid from the stomach into the 
mouth, and only to a very minor extent in the regulation 
of the onward passage of the contents of the oesophagus. 
It is consequently never called upon to resist a degree of 
pressure anything approaching that which the other 
sphincters are able to withstand. 

‘When swallowing takes place the intrapharyngeal pres- 
sure rises; this propels the food into the oesophagus, along 
which it is actively conveyed by a peristaltic wave; our 
observations with the x rays fifteen years ago showed that 
this occurs almost as rapidly when a man stands on his 
head as when he is in the normal erect position. When 
the food reaches the extreme lower end of the oesophagus 








3” f° ¢” 


Fic. 2.—Diagrams of the passage of a bolus of barium-containing 
food (B) through the oesophagus (00), as seen with the Z% rays, in 
successive seconds after swallowing. s, Spine; H, heart; DD, 
diaphragm; cc, cardiac sphincter; F, fundus 


its progress can be seen with the « rays to be arrested 
owing to the resistance offered by the closed sphincter 
(Fig. 2). Immediately afterwards the sphincter relaxes 
and the food slowly trickles through it into the stomach, 
but even now the lumen of the sphincter is very much 
less than that of the rest of the oesophagus. The relaxa- 
tion of the sphincter as each peristaltic wave travelling 
down the oesophagus reaches it is typical of the activity 
of every other sphincter. 

Under normal conditions, when the whole of a meal 
has been eaten, the cardia remains closed and so prevents 
the regurgitation of food, gastric juice, and gas, which 
would otherwise occur as a result of the positive pressure 
in the stomach and the negative pressure in the thorax. 
The intragastric pressure always remains about the samo, 
as the tone of the muscular coat of the stomach adapts 
itself accurately to the volume of its contents. When the 
pressure is suddenly raised as a result of rapid aerophagy 
or of the evolution of carbon dioxide after swallowing 
sodium bicarbonate, the resistance offered by the cardiac 
sphincter becomes insufficient and gas is expelled by the 
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(b) Achalasia of the Cardia (so-called Cardiospasm). 

Nearly every pathological museum contains one or more 
specimens of an enormously dilated oesophagus with a 
greatly hypertrophied muscular coat. The condition is a 
remarkable one, for no obstruction at the cardia has ever 
been discovered after death to account for the dilatation 
and hypertrophy. In the absence of organic obstruction 
some form. of functional obstruction must be present, as 
otherwise it would be impossible to expla why, in spite 
of the violent peristalsis which eventually leads to hyper- 
trophy of its muscular coat, the oesophagus should be so 
greatly dilated and always filled with a large quantity 
of food and watery mucus. 

Since Mikulicz* in 1882 first suggested that the func- 
tional obstruction is due to spasm of the cardia the 
condition has been commonly known as cardiospasm. It 
is obvious that if a spasm were present it would offer 
considerable resistance to the passage of a bougie, and 
that if a bougie had once passed through the contracted 
cardia it would be so firmly gripped that its withdrawal 
would require considerable force, just as spasm of the 
anal sphincter offers considerable resistance to the finger 
and grips it tightly when once it has passed into the 
rectum. But using a rubber tube filled with mercury 
instead of a rigid bougie, I found that it dropped so 
easily into the stomach that it was impossible as a rule to 
detect any resistance when the cardia was reached. With 
its end in the stomach it could be moved freely up and 
down and finally be withdrawn without the slightest drag 
upon it, such as the grip caused by spasm would produce. 
These observations afford good evidence that no spasm is 
present. The anatomical evidence is equally conclusive. 
It is obvious that spasm, continuing for as many years as 
patients with this condition may live, would give rise 
to hypertrophy, corresponding with the hypertrophied 
sphincter ani which results from the spasm caused by 
a chronic anal ulcer. But a careful examination of many 
specimens has shown that the last inch of the oesophagus, 
the part within the abdomen corresponding with what I 
have already referred to as the cardiac sphincter, is not 
dilated and there is no hypertrophy of its muscular coat. 
I recently saw the most striking confirmation of this when 
my colleague, Mr. R. P. Rowlands, exposed the abdominal 
part of the oesophagus in a case of enormous dilatation 
of the oesophagus, which was presumably accompanied by 
great hypertrophy of its wall, as the condition had been 
present for seven years and we had often watched extra- 
ordinarily vigorous peristaltic waves passing down to the 
cardia. The part exposed was of normal diameter, and its 
wall, far from being hypertrophied, was remarkably thin. 

Though as long ago as 1895 Rolleston® had suggested 
that the dilatation of the oesophagus might be due to a 
‘failure in the co-ordinating mechanism by which the 
cardiac sphincter is relaxed in swallowing,’ the cardio- 
spasm theory held undisputed sway until, in 1910, a 
consideration of the facts I have just described led me 
independently to the same conclusion.* I believe that the 
functional obstruction is due to the fact that the peri- 
staltic waves which pass down the oesophagus in swallow- 
ing are not followed, as they should be, by relaxation of 
the cardiac sphincter. It is not spasm, but absence of 
relaxation, or achalasia (a, not; yaddw, I relax), of the 
cardiac sphincter which causes the obstruction. 

The resistance offered by the unrelaxed cardiac sphincter 
can be overcome by a pressure of about eight inches of 
water. Consequently when a meal is taken no food passes 
into the stomach until the contents of the oesophagus 
form a column eight inches high (Fig. 3). Then, whenever 
anything is eaten or drunk, the cardia opens and allows 
food to pass till the height is again eight inches, when it 
closes once more. The patient, after losing a great deal 
of weight, finally reaches equilibrium, as sufficient food 
passes into the stomach at each meal to keep him alive 
on a low level of metabolism. He learns to empty his 
oesophagus by a voluntary effort, which is quite distinct 
from vomiting, on going to bed, as liquid would otherwise 
regurgitate into his mouth, and sometimes also two or three 
times in the day if the accumulation gives rise to serious 
discomfort. 











Very little is known as to how achalasia of the cardia 
develops. I believe some cases, especially those beginning 
after middle life, are strictly analogous to heart-block, 
heing the result of degenerative disease, or, in rare cases, 
of syphilis, of the nodal tissue, which Keith has shown is 
so well developed at the cardiac sphincter. One patient of 
mine had tabes, and the achalasia of the cardia was prob- 
ably analogous to the much more common tabetic dis- 
orders of micturition. Rolleston’ and Looser’? have each 





Fic. 3.—Diagrammatic drawings of oesophagus in achalasia of the 
cardia A shows column of barium-containing food, 8 in. high, above 
close1 cardia; B, after additional quantity of food swallowed, so that 
the taller column, being heavier, opens cardia and allows surplus to 
enter stomach; C, return to condition of A after surplus food over the 
8-inch column has entered stomach. 


described a case following diphtheria; in these there may 
have been a vagal neuritis, the achalasia being analogous to 
what sometimes occurs in animals after division of both 
vagi. In one case degenerative changes were found by 
Kraus® in the vagi after death, and in another Pollitzer® 
found the vagi buried in a mass of enlarged glands. Most 
of the remaining cases are probably the result of some 
gastric or other abdominal disorder, which leads to reflex 
inhibition of relaxation of the cardia, corresponding with 
what often occurs at the pyloric and ileo-caecal sphincters. 
One of my patients had mitral stenosis and a very dilated 
left auricle, which may have been the source of the reflex 
achalasia. ° 

I have found that the regular use of a large mercury 
tube (24 gauge) almost always gives great relief, and is 
often followed by permanent recovery. The patient learns 
to pass it on himself, at first keeping it in position for ten 
minutes before each meal, then gradually for shorter 
periods and less frequently, until finally he passes it only 
once a day, once a week, or only at long intervals whenever 
he feels that there is some slight return of obstruction. In 
the only case I have seen in which the mercury tube gave 
insufficient relief Mr. R. P. Rowlands divided the thin 
muscular coat of the entire cardiac sphincter longitudinally, 
and the result has been quite satisfactory, though the 
patient still has slight dysphagia. Treatment by forcible 
dilatation with Plummer’s hydrostatic apparatus is painful, 
and has been followed on a few occasions by fatal 
peritonitis. We tried it twice without success before Mr. 
Rowlands operated on the patient already referred to. 


(c) Waterbrash and the Morning Sickness of 
Alcoholics. 

In the condition I have just described the cardiac 
sphincter never relaxes. I believe that waterbrash is also 
due to achalasia, but in this case relaxation is only in- 
hibited at certain times. Waterbrash consists in the sudden 
evacuation of large quantities of watery alkaline fluid. 
The fluid is saliva which has been secreted in excessive 
quantities as a reflex result of the presence of excess of 
hydrochloric acid in the stomach—as, for instance, two or 
three hours after a meal in a patient with hyperchlorhydria 
associated with duodenal ulcer. The saliva is swallowed, 
but accumulates in the oesophagus, as relaxation of the 
cardiac sphincter is inhibited by increasing the acidity of 
the gastric contents, as Cannon'® found experimentally in 
1908. The evacuation of the fluid is not associated with 
nausea and is recognized by the patient as being quite 
different from vomiting; it is produced, in fact, by the same 
voluntary or semi-voluntary process as the evacuation of 
the contents of the dilated oesophagus in achalasia of the 
cardia. This explains the otherwise inexplicable fact that 
waterbrash is sometimes immediately followed by the vomit- 
ing of very acid and partly digested food. the alkaline 
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saliva having been separated from the acid food by the 
closed cardiae sphincter. 

The morning sickness of alcoholics is also due to emptying 
of the oesophagus and not true vomiting. Mucus, secreted 
by the inflamed pharyngeal and oesophageal mucous mem- 
brane, accumulates in the oesophagus during the night; it 
is not actually swallowed, but trickles down, so that the 
cardiac sphincter does not relax. The colourless mucus first 
brought up is often followed by bile-stained fluid from the 
stomach, as the chronic gastric catarrh may cause actual 
vomiting. 


Tre PyLoric SpHINCTER. 
(a) Anatomy and Physiology. 

The pylorie vestibule is separated from the duodenal 
bulb by the pyloric canal, a channel about half an inch in 
length, which is normally closed by the tonic action of the 
well developed sphincter surrounding it (Fig. 4). Under 
general anaesthesia and 
after death the sphincter 
relaxes, and the canal can 
no longer be clearly dis- 
tinguished from the vesti- 
bule, except in infants; 
consequently our know- 
ledge of the structure and 
functions of the pyloric 





Fic. 4.—Three sections through the 
same specimen to show structure of 


pylorus, (After Symington.) A, 


Section through pyloric vestibule sphincter under normal 
of contracted empty stomach. B, liti : toe ft 

Section through pyloric canal. C, Conditions has been de- 
Section through duodenal bulb, rived to a great extent 


showing pyloric orifice as seen from 
duodenum, 


from radiological observa- 
tions. 

Tntil recently Cannon’s theory of the “ acid control of 
the pylorus”? was universally accepted. Acid in the 
stomach was supposed to cause relaxation of the sphincter, 
whereas acid in the duodenum caused its contraction; thus 
the duodenal contents were prevented from becoming too 
acid, as no further chyme could pass the pylorus until that 
already present in the duodenum had been neutralized by 
the alkaline pancreatic and intestinal juices and bile. That 
the matter was not so simple seemed, however, to be clear 
from the fact that the stomach emptied itself at the normal 
rate or unusually fast in cases of achylia gastrica, in 
which there is no acid in the stomach to stimulate the 
opening of the pylorus. The recent investigations of Baird, 
Campbell, and Hern™ at Guy’s Hospital on healthy men 
with one tube in the stomach and another in the duodenum 
show that the acid control of the sphincter is only one of 
several factors controlling the activity of the “pylorus. 
Carlson and Litt,!* experimenting on anaesthetized animals, 
found that the introduction of sodium bicarbonate into the 
duodenum is as effective a stimulus to closure of the 
pyiorus as hydrochloric acid, and that acid in the stomach 
had no effect at all. These observations do not prove that 
Cannon’s conclusions from his radiological experiments on 
healthy cats were erroneous, but that his generalization was 
too sweeping. 

The investigations of Thomas and Wheelon™ and of 
Carlson and Litt'? have shown that the pyloric sphincter is 
supplied with both motor and inhibitory fibres both by the 
vagi and the sympathetic nerves, the character of the 
response to any stimulus depending upon the tone of the 
sphincter at the moment. The work of various other 
investigators proves, however, that the main effect of the 
vagus on the pyloric sphincter is to cause relaxation, and 
the main effect of the sympathetic is to cause contraction. 

The pyloric canal opens under normal conditions on the 
approach of every peristaltic wave from the very beginning 
of digestion, before free acid has appeared in the stomach, 
until the last trace of chyme has been evacuated, whether 
this is very acid, as in constitutional hyperchlorhydria, or 
actually alkaline, as in constitutional achylia gastrica. In 
this way chyme is pressed through the still narrow canal 
into the duodenum at a uniform rate. 


(b) Achalasia and Spasm of the Pylorus, and the Origin 
of Hunger Pain. 
The presence of an ulcer. in the duodenum frequently 
upsets the normal pyloric mechanism by giving rise to a 











protective reflex, which results in the inhibition of the 
relaxation which should occur as each peristaltic wave 
approaches the sphincter. This does not happen until the 
later stages of digestion, as it is only when the gastric con- 
tents have become highly acid that they act as a sufficient 
irritant to the exposed nerve endings in the ulcer to cause 
reflex pyloric achalasia. The irritation by acid does not 
itself cause pain, as extreme hyperchlorhydria may occur 
in healthy people with no indigestion, and hyperchlorhydria 
is just as marked in patients with duodenal ulcer between 
their attacks or after the ulcer has healed as in the pre- 
sence of a severe attack. Moreover, I have poured 
dilute hydrochloric acid of a strength greater than ever 
occurs in hyperchlorhydria into the empty stomach of 
normal people and of patients with ulcer without causing 
any pain. 

The pyloric achalasia caused by a duodenal ulcer is at 
first intermittent, but after a time it becomes almost con- 
tinuous. Consequently the evacuation of the stomach, 
which begins with the usual rapidity characteristic of the 
hypertonic gastric diathesis, in the absence of which a 
duodenal ulcer rarely if ever develops, becomes abnormally 
slow in the later stages of digestion. After a time the stasis 
becomes more marked owing to fatigue of the weakened 
muscular coat of the stomach, intervals of complete inertia 
alternating with periods of great peristaltic activity. At 
the same time the tone of the pyloric vestibule begins to 
give way, the resulting dilatation to the right of the middle 
line being in striking contrast with the hypertonic con- 
dition of the rest of the stomach, but later still the whole 
of the stomach becomes dilated. The dilatation and ptosis 
which may therefore occur in chronic duodenal ulcer are 
secondary, and are due to the loss of tone and delayed 
eyvacnation caused by the pyloric achalasia. If the stomach 
had been examined at any earlier stage, hypertonus and 
rapid evacuation would have been found, and these charac- 
teristics of the hypersthenic stomach gradually return under 
successful medical treatment. 

The secondary delay and dilatation I have described as a 
sequel of achalasia have often been erroneously regarded 
as the result of pylorospasm. Although there is no doubt 
that in the early stages achalasia accounts for everything, 
when the inflammation round an active duodenal ulcer 
invades the pyloric canal spasm of the sphincter may 
actually occur. During periods of active peristalsis, when 
the + ravs show that nothing is passing through the pylorus, 
it is still possible to squeeze some of the opaque meal into 
the duedenum by pressure on the stomach so long as the 
obstruction is due simply to achalasia. But sometimes 
nothing can be pressed through; in all probability spasm is 
then present. ; 

it is important to remember that other conditions give 
rise to similar disturbances in the functional activity of the 
pylorus, so that the recognition of these disturbances does 
not by any means prove that a duodenal ulcer is present. 
The most common is a gastric ulcer, especially if it is 
situated in the near neighbourhood of the pylorus. But 
even a lesser curvature ulcer, situated a considerable dis- 
tuuce away, occasionally produces so much disturbance in 
the activity of the pyloric sphincter that considerable stasis 
results and pyloric obstruction may be simulated. Disease 
of the gall bladder, and much less frequently chronic 


appendicitis, may give rise to reflex achalasia. The dis- 
turbances in gastric digestion which result are indis- 


tinguishable from those caused by achalasia secondary to a 
duodenal or gastric ulcer. These clinical facts correspond 
with the results of the experiments of Carlson and Litt, 
which showed that stimulation of any sensory visceral nerves 
mav increase the contraction of the pylorus. 

Observations with the x rays have proved that the hunger 
pain of duodenal ulcer occurs when the stomach is nearly 
empty and disappears when evacuation Is complete. This 
corresponds with the only time that peristalsis can increase 
the pressure within the pyloric vestibule, as each wave then 
separates the contents of the small part of the stomach 
distal to it almost completely from the contents of the 
large part proximal to it. _If‘the pyloric sphincter relaxes, 
the pressure spends itself in evacuating part of the chyme 
into the duodenum, the rest passing back as an axial reflux 
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stream (Fig. 5, A). But if the sphincter remains closed 
owing to the achalasia caused by the irritation of the ulcer 
by the very acid gastric contents two or three hours after 
a meal, it can only spend itself to a slight extent dynamically 

by producing an ex- 


ceptionally active 
axial reflux stream 
(Fig. 5, B). Conse- 
quently the tension 


on the muscular coat 
of the extreme pyloric 
end of the vestibule 
is greatly increased. 
This is the actual 
cause of pain, the rise 
in tension on _ the 
individual muscle 
fibres being the ade- 
quate ‘stimulus re- 
quired to produce the 
afferent nervous im- 
pulse, which calls 
forth the sensation of 
pain as well as the 
associated reflex symptoms of tenderness and rigidity in the 
corresponding segment of the rectus abdominis muscle. Our 
investigations several years ago proved that the mucous 
membrane of the alimentary canal is insensitive to tactile, 
thermal, and painful stimuli; that neither the normal 
mucous membrane nor the surface of an ulcer is sensitive 
to hydrochloric acid of a strength greater than that ever 
present in the stomach, either in health or disease; and 
that tension in the muscular coat is the sole cause of the 
sense of fullness and, when it is sufficiently intense, of the 
sense of pain. 

The conditions responsible for the occurrence of achalasia 
of the pylorus, together with the fact that the tension in 
the vestibule can only be increased by peristaltic waves 
when the bulk of the gastric contents is very small, 
account for all the distinguishing features of the hunger 
pain of duodenal ulcer. They explain why it begins when 
the stomach is nearly empty, but differs from simple 
hunger in ceasing when evacuation is complete, and why 
relief is obtained by vomiting, and by all kinds of food or 
drink, which increase the bulk of the gastric contents and 
at the same time reduce the acidity of the gastric contents 
and so more or less overcome the achalasia. Sodium 
bicarbonate not only acts in both these ways, the evolution 
of carbon dioxide increasing the bulk of the gastric 
contents and the neutralization of hydrochloric acid over- 
coming the achalasia, but the sudden rise in the general 
intragastric pressure caused by the evolution of carbon 
dioxide at the same time stimulates the whole stomach 
to contract: the consequent further rise in intragastric 
pressure overcomes the resistance offered by the unrelaxed 
but not abnormally contracted pyloric sphincter, and 
forces some of the gastric contents into the duodenum. 
Simultaneously gas is forced through the cardia into the 
oesophagus, from which it escape’ by belching. The pressure 
in the pyloric vestibule is thus relieved and the pain dis- 
appears. Many patients, not realizing that the gas has 
been produced by the action of the acid on the alkali, regard 
their relief as due to the sodium bircarbonate making it in 
some way possible for them to get rid of an accumulation 
of wind. 

Other alkalis relieve the pain less completely and less 
rapidly, though they may neutralize the acid just as 
efficiently. In the case of magnesium oxide this is because 
no gas is evolved, and in the case of bismuth carbonate the 
earbon dioxide is liberated so slowly that it dissolves in the 
gastric contents as soon as it forms, so that there is no 
rise in intragastric pressure and no belching occurs. 

When air is swallowed it acts in the same way as the 
gas given off by the action of acid on sodium bicarbonate. 
The patient misinterprets his discomfort and thinks it 
is due to flatulence, The repeated attempts he makes to 
bring up wind only lead to aerophagy. The sudden rise 
in intragastric pressure caused by the rapid swallowing of 
air stimulates the stomach to contract; this results in the 
noisy belching of air and the simultaneous expulsion of 





Fic. 5.—Section through 
bule (P.v.) and duodenal 
normal man (A), and in a patient with a 
duodenal ulcer (B), showing how pain is 
caused in the latter by pyloric achalasia. 


yloric vesti- 
ulb (D) in 


Pe, Pe, Peristaltic wave, approaching 
pyloric sphincter (P.s.). s, Spasm in bulb 
caused by ulcer, 








chyme into the duodenum, as Meunier’ has demonstrated 
by actual observations with the x rays. The relief that 
aerophagists always claim to get, which would otherwise be 
inexplicable, is in this way explained. 

When pylorospasm is present it acts in exactly the same 
way as achalasia, as even extreme spasm of a sphincter 
does not by itself cause pain, as the tension on the muscle 
fibres themselves is the same whether they are contracted 
and short or relaxed and long. 

When a gastric ulcer or disease of the gall bladder causes 
pyloric achalasia the pain produced is identical in character 
with that of duodenal ulcer. <As the exciting cause is 
different, the time relations, the factors which give relief, 
and the history of the attacks are generally distinctive. 
These characteristics depend not on the way the pain 
originates, which is the same in each case, but on the 
different ways in which the achalasia of the pylorus is 
induced. 


(c) Symptoms of Pyloric Obstruction caused by Achalasia 
of the Pylorus. 

A year ago a man of 53 came under our observation with 
an eight years’ history of recurrent pyloric obstruction ; the 
pain and very severe vomiting always subsided with a dict 
of small dry meals. When his abdomen was watched after 
taking an ordinary mixed meal, the stomach was seen 
and felt to stand out from the surface of the abdomen as 
a firm mass, along which passed very powerful peristaltic 
waves. Tho evidence of pyloric obstruction seemed so clear 
that I asked Mr. Clayton-Greene to operate, although a 
previous exploration had revealed nothing abnormal. No 
organic disease was found, and the pylorus appeared to 
be perfectly healthy, but the wall of the stomach was 
definitely hypertrophied. In view of the absence of 
obstruction nothing was done, and the patient has remained 
perfectly well ever since by keeping strictly to small dry 
meals. It seems probable that this was a case of achalasia 
of the pylorus, and that if the dietetic treatment had not 
proved successful, a pyloroplasty would have given relief. 
It is, of course, a surgical law that no operation should be 
performed on the stomach in the absence of organic disease, 
but I think that the very rare cases like the one I have 
described, in which the clinical and radiological evidence 
shows that pyloric obstruction is present cither continuously 
or intermittently, the question of pyloroplasty deserves 
consideration if careful dieting fails to give relief. 


(d) Hypertrophic Pylovic Stenosis of Infants. 

The pyloric obstruction present in the hypertrophic’ 
stenosis of infants, whatever may be its cause, results in 
abnormally vigorous peristalsis, and this leads to hyper- 
trophy of the muscular coat of the stomach, particularly 
the pyloric end, where the waves attain their greatest 
strength. The obstruction is primarily functional, as many 
quite typical cases, in which definite hypertrophy of the 
sphincter has been recognized by palpation, have been cured 
completely by lavage and dieting, so that ‘t is clear that 
the hypertrophy itself is not the cause of the obstruction. 
The obstruction must therefore be due either to achalasia 
or spasm of the pyloric sphincter. If achalasia were the 
cause, the violent peristalsis and the contractions of the 
stomach which can give rise to projectile vomiting would 
be sufficient to overcome it, and pressure over the stomach, 
when visualized with the e rays after an opaque meal, 
would cause some of the chyme to pass through into the 
duodenum, but this does not in fact occur. It is clear that 
the obstruction is due to something which produces a much 
more powerful resistance than simple absence of relaxation. 
The only possible explanation is spasm. If, as I believe, 
John Thomson is correct in regarding the spasm as primary, 
this would explain the development of hypertrophy of the. 
sphincter, and it is the spasm which is overcome by 
successful medical treatment. 

The cause of the spasm, which apparently originates at 
birth, as the symptoms often begin in the first week of life 
and .always within the first two months, is still quite 
obscure. It is always associated with hyperchlorhydria, 
and the condition is several times more common in boys 
than in girls. It therefore seems possible that the tendency 
to spasm of the pylorus is the expression in an extremely 
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exaggerated form of the constitutional condition which 
1 have called the hypersthenic gastric diathesis, which 
manifests itself by hypertonus, hyperperistalsis, and hyper- 
chlorhydria, and occurs much more commonly in men than 
in women. The diathesis is often present in several 
members of a family; this would explain the rare instances 
in which two and even three or four members of the same 
family have hypertrophic pyloric stenosis. 


Tue In£0-caEcaL SPHINCTER. 
(a) Anatomy and Physiology. 

The valve-like structure which separates the ileum from 
the caecum was discovered in 1579 by Caspar Bauhin, who 
believed that it allowed the free passage of the contents of 
the ileum into the caecum, but prevented regurgitation in 
the opposite direction, 

Though Mason Good'® in 1822 described the ileo-caecal 
junction as a muscular structure, the function of which 
was ‘‘to moderate the 
flow’’ from the small intes- 
tine into the colon and “to 
prohibit a regurgitation 
of the faeces’’ from the 
caecum into the ileum, his 
work was completely for- 
gotten, and the separation 
of the contents of the 
small from those of the 
large intestine was. still 
universally regarded as a 
result of the mechanical 
action of Bauhin’s ‘‘ valve”’ 
until 1903, when Keith® 
clearly demonstrated the 
existence of a strong ileo- 
caecal sphincter. His 
observations, and the more 
recent ones of Ruther- 
ford,’® show that the 
sphincter is formed by the 
fusion of the circular and 
longitudinal fibres of the 
end of the ileum and those of the adjoining caecum, with 
the addition of some independent specialized circular fibres 
at its apex (Fig. 6). 

Rutherford in 1914 made some important observations on 
the human ileo-caecal sphincter through a large caecal 
fistula. He found that it formed a smooth, scarlet, hemi- 
spherical papilla, about 1.8 cm. in diameter, which pro- 
jected about 1 cm. above the pink and folded mucous 
membrane of the caecum (Fig. 7). The orifice was closed 
and formed a dimple in the 
centre of the papilla. During 
periods of activity a peristaltic 
wave could be seen through the 
relaxed wall of the caecum to 
traverse the end of the ileum 
at regular intervals. When it 
reached the caecum the orifice 
opened owing to relaxation of the 
sphincter, which at the same 
time caused the papilla to be- 
come larger and less prominent. 
About a drachm of fluid faeces, sometimes mixed with 
flatus, emerged. The sphincter then closed, and became 
again more firm and prominent. No sign of the fraenula 
described by anatomists was ever observed. 

In 1904 Elliott'’ had demonstrated that the tone of the 
sphincter depended upon its sympathetic nerve supply, as 
section of the splanchnic nerves was followed by its perma- 
nent relaxation, with the result that the contents of the 
small and large intestines mixed freely with each other. 
On the other hand, direct stimulation of these nerves, or 
indirect stimulation by means of adrenaline, caused the 
sphincter to contract tightly at the same time as the move- 
ments of the rest of the intestine were inhibited. Stimula- 
tion of the vagi and pelvic nerves had no effect. Keith® has 
found that nodal tissue forming Auerbach’s plexus is as 
remarkably developed at the ileo-caecal sphincter as it is 
at the cardia. 





Fic. 6.—-Section threugh end of 
jleum and caecum (after Spalteholz) 
to show. structure of ileo-caecal 
sphincter. (After Rutherford.) 1, 
lleum; C, caecum; A.c., ascending 
colon; 1.¢.s., ileo-caceal sphincter ; 
A, appendix, 





Fic. 7.—Appearance of 
papilla formed by the ileo- 
caecal sphincter in man, as 
seen from the interior of the 


caecum during life. 


(After 
Rutherford.) 








The main function of the ileo-caecal sphincter is to prevent 
the contents of the ileum. passing too rapidly into the 
caecum. Alan Newton of Melbourne and I'* found with 
the x rays that the barium-containing chyme reaches the 
end of the ileum an hour or more before any appreciable 
quantity enters the caecum, and that the ileum is often 
still full four or five hours after the last traces of barium 
have left the stomach. Consequently an accumulation of 
chyme occurs in the terminal ileum, where it actually 
remains for a greater period than in the stomach. During 
the whole of this time active segmentation, which leads to 
thorough churning of its contents, can be seen in the last 
few inches of the ileum, but there is very little peristalsis. 
It is evident that the ileo-caecal sphincter has exactly the 
same effect on the contents of the terminal ileum as the 
pyloric sphincter has on the contents of the stomach; it 
controls the onward passage of the chyme so that sufficient 
time may elapse for digestion and absorption of the food 
to be complete. This physiological ileal stasis is so well 
regulated that the chyme which reaches the caecum contains 
only very small quantities of nutrient material in solution. 

The ileo-caecal sphincter relaxes each time a peristaltic 
wave passes down the last few inches of the ileum. Though 
these waves begin a short time after the chyme first reaches 
the ileo-caecal junction, they are at first very infrequent. 
As a result of the gastro-ileal reflex, which I first described 
fifteen years ago, active peristalsis occurs in the extreme 
end of the ileum, the sphincter relaxes, and chyme enters 
the caecum whenever food enters the stomach. 

It was at one time thought that the ileo-caecal sphincter 
had an important function to perform in preventing the 
regurgitation of faeces from the colon into the ileum. But 
we now know that under normal conditions there is no anti- 
peristalsis in the proximal part of the colon, so that there is 
never any tendency for the contents of the caecum to pass 
back into the ileum. When, however, retrograde movement 
of the contents of the colon occurs in cases of obstruction, 
and after distension of the bowel with an enema, the 
sphincter is not capable of withstanding any considerable 
degree of pressure from the side of the colon, as the x rays 
show that part of an opaque enema given to normal indi- 
viduals at no greater pressure than eighteen inches of water 
frequently passes from the caecum into the end of the 
ileum. 


(b) Pathological Tleal Stasis. 

So many ill results have been ascribed to ileal stasis that 
one requires a certain amount of courage to express a doubt 
as to whether it is ever of the slightest importance, except 
in cases of organic obstruction near the ileo-caecal junction 
due to a growth, tuberculosis, or definite adhesions the 
sequel of acute appendicitis. But in my experience intes- 
tinal poisoning is due far more frequently to the artificial 
diarrhoea produced by aperients than to intestinal stasis; 
the only form of intestinal stasis which gives rise to 
symptoms is that involving the caecum and ascending colon ; 
and, if in exceptional cases this is associated with well 
marked ileal stasis, it is the colonic rather than the ileal 
stasis which is the more important. Cases of true small 
intestine poisoning, such as the streptococcal infection of 
the duodenum constantly present in Addison’s anaemia, are 
secondary to gastric achylia and not to colon infection, and 
they are never associated with ileal stasis. 

When ileal stasis occurs in the absence of organic obstruc- 
tion, it is generally due to reflex achalasia of the ileo-caecal 
sphincter caused by chronic appendicitis, exactly corre- 
sponding to pyloric achalasia in duodenal ulcer. Kinks of 
the terminal ileum are doubtless interesting developmentally, 
but they are of no clinical importance, as they never lead to 
sufficient narrowing of the lumen to obstruct the passage 
of the fluid contents of the ileum, for peristalsis is wonder- 
fully adapted for propelling the contents of a muscular 
tube round bends, whether they are normal flexures or so- 
called kinks. If a kink caused true obstruction it would not 
be seen with the x rays, because the distal segment would 
be empty. The so-called‘ controlling appendix ”’ is never 
the direct cause of ileal obstruction; it may control the 
passage of faeces into the caecum by causing achalasia of 
the ileo-caccal sphincter,~ but only if it is chronically 
inflamed, 
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Toe PELVI-RECTAL AND ANAL SPHINCTERS. 
(a) Anatomy and Physiology. 

In his New Views of the Process of Defecation, published 
in 1833, James O’Beirne drew attention to the important 
function of the flexure, formed where the movable pelvic 
colon joins the fixed rectum at an acute angle, which is 
best described, I think, as the  pelvi-rectal flexure. 
Whether there is a true 
sphincter at this point is still 
uncertain, but Symington’s 
sections through the frozen 
body certainly show a definite 
thickening of the circular 
muscle fibres at the junction 
(Fig. 8), and Reeves found 
a definite narrowing of the 
Fic. 8.—Frozen section through Jumen of the colon at this 
lvi-crectai flexure, showing point in 80 per cent. of 46 





hickening of circular muscle 
layer forming termination of 
pelvi-rectal sphincter (P.R.s.). 
P.c., Pelvic colon; R, rectum; 
Pe, Pe, peritoneum; 8s, sacrum. 


cadavers. 

Observations by direct pal- 
pation and with the 2 rays 
and the sigmoidoscope con- 





(After Symington.) 
firm the conclusion drawn by 
O’Beirne from the results of digital examination of the 
rectum and of experiments with a rectal tube, that under 
normal conditions the faeces do not pass beyond the pelvi- 
rectal flexure, but collect in the pelvic colon until imme- 
diately before defaecation. I believe that this is due to the 
presence of a true pelvi-rectal sphincter, which resembles 
the cardiac sphincter rather than the pyloric and anal 
sphincters in depending upon its postural tone being 
sufficiently great to obliterate its lumen rather than upon 
any considerable development of a special band ef circular 
muscle fibres. W. J. Mayo'® has pointed out that the 
folds of mucous membrane are disposed in a longitudinal 
direction in the last two inches of the pelvic colon, in 
contrast with their circular arrangement in the remaining 
portion; this.suggests that the lumen of the last two inches 
is normally obliterated owing to a sphincter action of the 
circular muscle fibres analogous to what I have described 
in connexion with the abdominal portion of the oesophagus 
‘Fig. 9). The sphincter’s action is considerably assisted by 
the very acuto angle formed 
where the dependent pelvic 
colon joins the fixed rectum, 
especially in the erect posi- 
tion. 

The gastro-colic reflex 
which occurs when food 
enters the stomach results 
after breakfast in a wave of 
peristalsis passing along the 
distal part of the large intes- 
tine; the obstruction at the 
pelvi-rectal flexure is over- 
Z come, presumably as a result 

Fic, 9.—Diagrammatic section Of relaxation of the sphinc- 
through last inches of pelvic ter, and the pelvic colon 
colon, rectum, and anal canal, + ry 
showing pelvi-rectal sphincter CMmpties itself into the rectum. 
P25) with its longitudinal The sudden distension of the 
olds, ending at _ pelvi-rectal ; oe ; 
flexure (P.2.F.). 4.R., Ampulla Muscular walls of the rectum 
recti; 4A. anal canal, sur- gives rise to a sensation in 
rounded by internal sphincter ° te * 
ani (1.8.A.) and external sphincter the perineum which is recog- 


ani (£.8.4.), and strengthened by nized as the call to defaeca- 

levator ani muscles (1.4.). H', H?, tic ] bservati 

H, the three folds of Houston. ion. The observations 
recorded in my Goulstonian 


lectures showed that the sense of fullness produced by 
distension of the colon immediately above the pelvi-rectal 
flexure was referred to the front of the abdomen 
just above the pubes, in striking contrast to the 
perineal sensation—the call to defaecation—felt on 
distension of any part of the rectum. When the call to 
defaecation meets with its natural response, the pressure 
in the rectum is further increased by the voluntary con- 
traction of the diaphragm and abdominal muscles; this 
sets up the reflex act of defaecation—a wave of peristalsis 
down the rectum followed by active relaxation of the power- 
ful sphincter ani, which causes the faeces to be evacuated 
from the rectum through the narrow anal canal. 











(6) Hirschsprung’s Disease, the Megacolon of Adults, 
and Achalasia of the Pelvi-Rectal and 
Anal Sphineters. 

The condition described in 1886 by Hirschsprung of Copen- 
hagen, in which children, most often boys, from early 
infancy become progressively more constipated owing to the 
failure of the dilated and hypertrophied colon to empty 
itself, is much less rare than was at first believed. Severe 
cases generally end fatally before the age of 8, but investi- 
gations with the z rays and the sigmoidoscope show that 
patients suffering from a milder form of the condition may 
grow up in sufficiently good health to lead normally active 
lives. One of my patients was, indeed, an Oxford rowing 
blue. It is remarkable how greatly dilated the colon may 
be without causing any protrusion of the abdominal wall, 
and how, as in three of my cases, a hugely dilated loop of 
pelvic colon may actually be situated above the liver without 
giving rise to any symptoms. There does not appear to 
be any clear distinction between the cases of megacolon 
in adults, who complain of nothing beyond a moderate 
degree of constipation, and the fatal cases of Hirschsprung’s 
disease in young children. In the former the hypertrophy 
of its muscular coat has made it possible for the colon to 
overcome the obstruction at the pelvi-rectal flexure or anal 
canal sufficiently to prevent the accumulation of enough 
flatus and faeces to cause a 
dangerous degree of dilata- 
tion. In the latter _ the 
hypertrophy has not kept 
pace with the dilatation, and 
colon failure—analogous to 
heart failure in mitral 
stenosis—finally occurs with 
fatal results. 

The lower limit of the 
dilated colon is with equal 
frequency at the pelvi-rectal Fic. 10.—Composite — drawins 

: of a megacolon, due to ana 
flexure and at the sphincter achalasia. in a woman of 43, 
ani. It has alwavs been made from radiographic observa- 

° : . tions after an opaque meal and 
recognized that no organic ay opaque enema. c, Caecum; 
obstruction is present in these 4.¢., ascending colon; T.c., transe 

= verse colon, ascending limb of 

cases, although the violent which passes to s.¥., splenic 
peristaltic contractions of the flexure, outside D.c., descending 
: : eolon, which merges into the 

colon which can be seen hugely dilated pelvic colon, P.c.; 
through the thin abdominal this reaches above the liver, 

» Which is shown shaded, and 
wall and the hypertrophy of  gnalty joins x, the dilated rectum. 
the muscular coat which 
results from this show that some functional obstruction 
must be present. ‘The obstruction must, I believe, 
be due, in the cases in which the dilatation begins at 
the pelvi-rectal flexure, to achalasia of the _pelvi- 
rectal sphincter, when, at the commencement of defaeca- 
tion, a peristaltic wave passes down the pelvic colon and 
reaches the flexure in the process of emptying the pelvic 
colon into the rectum. In the cases in which the rectum 
is dilated a similar condition of achalasia affects the 
sphineter ani, which fails to relax when the peristaltic 
wave which should evacuate the rectum reaches it. In both 
varieties the condition of the colon is strictly comparable 
to the dilated and hypertrophied oesophagus, which, I have 
shown, is caused by achalasia of the cardia. 

Anal achalasia never calls for surgery. It is quite easy 
to keep the colon empty by lavage, as a tube can always 
be readily passed through the sphincter. This should be 
done every day at first, then every two or three days, and 
finally, only if an accumulation appears to be forming. An 
attempt should be made at the outset to diminish the 
resistance offered by the unrelaxed anal sphincter by 
forcibly dilating it, in spite of the fact that it is never found 
to offer more than the normal resistance when a finger is 
inserted into the rectum, and that no hypertrophy of the 
sphincter is ever present, in contrast with that which 
follows the long-continued anal spasm caused by a chronic 
anal ulcer. 

In pelvi-rectal achalasia also the colon must be emptied 
by daily lavage. But in some cases the water which reaches 
the dilated pelvic colon remains in it, and nothing is 
evacuated. An attempt should then be made, with the 
patient in the knee-elhow position, to manipulate a tube, 
through which water is running, past the pelvi-rectal 
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flexure. If this does not succeed, a sigmoidoscope must 
be passed and the rubber tube introduced through it. If 
this also fails, the abdomen must be opened. On pulling 
the distended colon upwards, a tube can be passed into it 
from the anus, and the bowel is then emptied. After this 
has been done it may be possible to pass the tube daily 
in the manner already described, as the obstruction 
originally caused by the pelvi-rectal achalasia is always 
increased by the kink produced by the greatly dilated pelvic 
colon where it joins the undilated rectum. If, however, 
this eventually becomes impossible, an anastomosis should 
be made between the undistended rectum and the terminal 
ileum, or, preferably, the under surface of the extreme end 
of the pelvic colon. It is, however, exceedingly difficult 
to do this, and it may even be quite impossible owing to the 
small size of the rectum and to its situation deep in the 
pelvis. In such cases nothing short of excision of the whole 
of the dilated colon is likely to give relief. 
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Tue clinical evidence presented in most cases of colonic 
disease is meagre, variable, and often unreliable. 

The sigmoidoscope will give direct evidence if the lesion 
is within its reach, but unfortunately this does not often 
happen. At its best, this form of examination only covers 
the last few inches of the colon itself. On account of the 
low malignancy of the majority of cancerous growths of the 
colon, their early diagnosis is of great importance, and any 
method of examination whereby direct evidence may be 
obtained before operation is valuable. 

The radiological examination, using some opaque fluid as 
the medium, if carried out correctly, will give reliable and 
definite information in diagnosing the presence of an 
organic lesion of the colon. It is, of course, not always 
possible to distinguish between certain types of lesion, 
such as tuberculosis and carcinoma of the gut, but the 
fact remains that by a radiological examination the disease 
may be detected and located, which is of considerable 
surgical importance. 

The radiological methods at command are: (1) the opaque 
meal given by the mouth and followed through to the anus— 
at one time the only routine in use, and (2) the opaque 
enema. Both methods have their advocates, but those who 
have had the opportunity of examining a number of colonic 
cases will have no hesitation in deciding which of the two 
is the more reliable. I entertain no doubt that the opaque 
enema is the only practical way of making a detailed 
examination of the lumen of the large gut. It is, in fact, 
as valuable as the opaque meal in the detection of gastric 
lesions. 

Advocates of the opaque meal examination may say that 
a colonic obstruction can be detected in this way, but this 


is certainly not correct in a number of mechanical obstruc- - 


tions due to new growths. At its best it is unreliable; 
I have seen cases of colonic carcinoma where there has been 
no delay or obstruction in the passage of the meal from 








the mouth to the anus, and yet there has been complete 
obstruction to the opaque enema. The reason for this has 
not been satisfactorily explained, but the fact remains. 

The two chief disadvantages attached to the opaque meal 
method are: (1) That the examination is prolonged ; several 
days, even weeks, may be required before the colon clears 
itself, and the final result, even then, is unreliable. (2) The 
second disadvantage is that colonic haustration or segmenta- 
tion is very marked, the uneven distribution of the opaque 
salt rendering a detailed examination almost impossible. 

The advantages of the opaque enema are that the 
examination is rapid, the whole gut being filled from rectum 
to caecum in a few minutes; that the almost complete 
absence of haustration renders small filling defects of the 
lumen easily detectable; and that if the enema is properly 
administered there is practically no discomfort to the 
patient. 

The disadvantages are few and insignificant, compared 
with the data obtainable. My colleagues say it is a 
** messy’? job, but except for occasional accidents not a 
drop of the opaque substance used should escape outside 
the body. Excluding accidents, a ‘‘ mess ’”’ is indicative of 
faulty technique. The alleged discomfort for the patient 
has already been dealt with. It is a curious fact that the 
large majority of patients display no concern whatever, even 
when the colon is fully distended from rectum to caecum. 
This is possibly due to the preparatory wash-outs. 


METHOD OF EXAMINATION, 

Unless the opaque enema examination is carried out with 
careful attention to technical details it may lead to serious 
errors in diagnosis, discomfort to the patient, as well as to 
the operator, and its value as a diagnostic agent will be 
lessened. 

Preparation of the Patient. 

As our object is to inject a foreign substance in an organ 
which normally is already full, a clearance of its contents is 
essential. In other words, the colon must be free of faeces. 
Anyone who has seen the opaque fluid obstructed by a hard 
mass of faeces will realize the importance of efficient clear- 
ance, as its appearance is remarkably like the obstruction 
of a new growth. 

Castor oil is the most reliable aperient. This should be 
administered at least thirty-six hours before the examina- 
tion, for unless the effect has passed off by the time opera- 
tions begin there is a risk of the opaque enema being 
returned, Light diet follows the aperient. A plain water 
enema is administered the night before and a second on 
the morning of the examination. This procedure will ensure 
an empty colon. The medical man in charge of the case 
should fully realize the importance of this preliminary 
preparation indicated by the radiologist. Serious errors in 
diagnosis may otherwise be made. 


Apparatus, 

A douche-can of the usual pattern, in which the outlet is 
about an inch from the bottom, is the most suitable. Any 
sediment that may collect can thus settle down without 
blocking the tube. I have tried several other patterns, but 
this type is the best. About four feet of thick-walled rubber 
tubing is attached to the can and to the end a Higginson’s 
syringe is added, the valves of the syringe being removed, 
as they would soon become blocked. The use of the bulb of 
the syringe will be discussed later. The acorn-shaped rectal 
nozzle made in metal will be found to be the most suitable. 
It throws a shadow, so that its correct position can be veri- 
fied before the injection takes place, and its shape renders 
it less liable to slip out. 

The douche-can, which is placed about two feet above the 
patient, is now filled three-quarters full (1} pints) with the 
barium emulsion (Ramul No. 3) warmed to body tempera- 
ture. The clip which is placed on the tube to control the 
flow is released and the emulsion run up to the nozzle; thy 
excludes the air. The clip is now closed. The end of the 
nozzle only is smeared with a small quantity of vaseline. 
If the whole is lubricated there is a tendency for it to slip 
out during the injection. The patient, suitably attired, 
lies on his back, with a towel under the buttocks and a pad 
of cotton-wool under the sacrum. With nervous patients, 
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or where there has been any difficulty in retaining the 
preparatory wash-outs, it is as well to place a mackintosh 
under the towel. This, however, is not often necessary. 

The nozzle should be inserted very gently, care being 
taken to see that it is pushed well home. Before com- 
mencing the flow of barium emulsion a glance is taken on 
the sereen to ascertain whether the position of the nozzle 
is correct. The tip should be on a level with, or above the 
level of, the symphysis pubis, never below. This procedure 
will prevent accidental ejection, but will not necessarily 
prevent an accident that once happened to me when the 
nozzle was inserted into the vagina by an inexperienced 
nurse. The pad of wool, which is already in position under 
the sacrum, is now tucked firmly round the enema tube. 
This will keep it in position and incidentally prevent 
leakage. The clip can now be released and the filling of 
the colon commenced. The patient is instructed to say 
whether any pain or discomfort is felt during the examina- 
tion. Very few experience any uncomfortable symptoms 
whatever if the injection is carried out gently and without 
haste. 

The S-shaped pelvic colon quickly fills. A short delay may 
occur at the junction of the sigmoid and descending colon, 
due to a sphincteric action. Some delay may also be noted 
at the splenic flexure. In a normal case the colon should 
be completely filled in about five to eight minutes, In quite 
a number of cases the enema is seen to pass right through 
the ileo-caecal valve and occasionally the appendix itself 
is filled. 

Pressure on the ball of the Higginson syringe is found to 
be of considerable value during the injection. Not only can 
the flow be hastened, but, what is still more important, any 
alteration in the colonic tension is at once conveyed to the 
hand. Experience enables one to become very sensitive to 
any alteration or variation of this colonic tension—so much 
so that it becomes possible to distinguish between the 
increased tension caused by muscular contraction, such as 
peristalsis or spasm, and that of obstruction by a new 
growth. In dealing with a difficult patient it is a wise 
precaution to glance occasionally at the anal region on the 
screen; a leakage of the emulsion will in this way be at 
once detected before any quantity escapes. 

As soon as the caecum is seen to be fully filled the flow 
is shut off, the nozzle removed, and the pad of cotton-wool, 
used to prevent leakage, wrapped round it on removal. If 
this is done not a drop of the emulsion should escape during 
the examination. 

Systematic examination of each section of the gut is now 
carried out, careful palpation being used where possible. 
1t will be found necessary to turn the patient in various 
directions to obtain a clear view of the coils lying in the 
pelvis as well as when examining the flexures. In some 
cases even this procedure will not throw the pelvic coils 
clear of one another. I overcome this difficulty by injecting 
a few ounces of warm water; this dilutes the contents of 
the lower bowel, rendering the shadow less dense, and one 
coil can in this way be seen through the other. 

Radiographs may be taken to illustrate any abnormal 
condition, but they rarely give any more information than 
what has already been obtained from the screen examina- 
tion, where palpation has been utilized. 

The patient is now allowed to discharge the colonic con- 
tents, and this is followed by a final fluoroscopic examina- 
tion, which is specially important when there is a question 
of diverticulitis. 

These technical details have been fully discussed as the 
success of the examination and the attainment of its full 
diagnostic value depend on their observance. 


MorpHoLoGy AND ToroGRAPHY OF THE CoLon. 
Tone. 

A considerable variation in tone occurs in the colon, 
similar to that seen in the rest of the intestinal tract. 
This is determined to a great extent by the mental attitude 
of the patient. Apprehension, for instance, may be present 
in this form of examination. The fear of being unable to 
retain the enema weighs heavily on some patients; the 
result, especially noticeable in females, is an abnormal in- 
crease in the general tone, amounting even to spasticity of 
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the colon during the examination. These cases require 
careful handling if the examination is to be carried to @ 
successful termination. 

I have already drawn attention to this variation of tone 
in respect to the stomach—it alters day by day, almost 
hour by hour. A hypertonic stomach to-day, in fact, may, 
be a hypotonic stomach to-morrow, and this is equally true 
of the colon. It is noticeable that this tendency to hyper- 


tonicity occurs more frequently in the descending section.: 


If it is purely a transitory condition the contracted Jumen 
will relax before the termination of the examination, 


showing a fully filled gut. If of a more permanent nature,’ 


as is sometimes seen in spastic constipation, no relaxation 
takes place. 
the smooth symmetrical constriction, not infrequently 


altering its position, should not give rise to much difficulty. 


in diagnosis. This condition may be found in any section, 
Haustration. 

One of the advantages of the opaque enema examinatiqn 
is that it does away with colonic haustration. The colon 
is filled out to its fullest extent like the inner tube of a 
tyre, any defect in filling being thus readily detected. 
This absence of haustration, however, is not necessarily 
present during the whole of the examination. Each section 
should be carefully examined, using palpation, while it is 
free of segmentation. Even if it is somewhat persistent, 
as may occasionally happen,,the fact that it is symmetrical 
and not unevenly broken up, as is seen when an opaque 
meal has been administered, will render the examination 
satisfactory and accurate. 


Topography. 

Owing to the large variation in the position of a normal 
large gut, it is impossible to give any reliable landmarks. 
Probably the rectum and splenic flexure are the most 
constant in position, the transverse colon, hepatic flexure, 
and caecum being the most variable. . 

It may be of advantage here to describe the filling of a 
normal colon. The fluid rapidly fills the S-shaped pelvic 
colon, a short delay occurring at the sigmoid sphincter, as 
I call it. Although there is some doubt as to the existence 
of a muscular sphincter at the junction of the pelvic 
colon and sigmoid, radiologically there is without doubt 
a narrowing of this juncture—usually most pronounced at 
the commencement of the injection; in any case a definite 
delay in the flow may be anticipated here. The descending 
colon readily fills. This is the narrowest portion of the 
colon, 

The splenic flexure fills in its turn. This is usually high 
up under the costal cartilage; a deep breath, however, will 
bring it down within reach of the palpating hand. One 
is apt to get the impression that there is delay in the filling 
of this flexure. On investigation, however, this will not be 
found correct. The explanation is that this loop is being 
viewed end on, and also that the shadows of the two limits 
of the loop overlap one another, the column of fluid in the 
proximal side not getting clear of the distal limb for some 
six inches or more below the upper limit of the flexure, 
This condition can be verified by palpation. 

The fluid now readily flows across the transverse colon 
as far as the ascending section; the caecum takes somewhat 
longer to fill completely. Larly carcinomata of the caecum 
will be missed unless care is taken to fill it as completely 
as possible. 

Frequently the fluid passes into the ileum and even into 
the appendix. This flowing into the ileum has hitherto 
been attributed to an incompetent ileo-caecal valve. I do 
not, however, think that this is correct in all cases. The 
valve was not designed to stop the back flow of a fluid such 
as is used in this examination. 


Detailed Examination of the Fully Filled Colon. 
Many puzzling defects will be noted during the process 
of filling the colon. The explanation is probably the result 
of spasm or local air-locks. In any case, it is wise not to 
give an opinion on a case unless the colon is completely 
filled. The caecum should be seen fully filled before com- 
mencing a detailed examination. The inflow, of course, 


A local spasm is of frequent occurrence, but, 
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must be carefully watched, as much valuable information 
will probably be obtained during the passage of the opaque 
fluid. Many a puzzling defect noted while the colon is 
filling will have disappeared by the time the colon is filled 
to its fullest extent. 


DEVIATION FROM THE NORMAL DUE TO CAUSES OTHER 
THAN ORGANIC DIsEAsE. 
Dilated Rectum. 

The pelvic section may be dilatable to an unusual degree. 
This may occur in cases of constipation. The dilatation, 
which may be considerable, is limited to the rectum and 
pelvic colon. In these cases there appears to be a com- 
plete loss of muscular tone, and nerve impulses are 
probably no longer sent out from this section, even when 
grossly overloaded. The whole colonic mechanism is thus 
put cut of gear, and troublesome constipation may ensue. 


Extra Loops. 
The more common sites for extra loops are as follows: 


1. Redundant sigmoid. 

2. Descending colon—about the level.of the crest of the 
ileum, 

3. Both flexures. 

4. Ascending section. 


It would be an interesting study in comparative anatomy 
to ascertain whether any of these loops correspond to 
analogous conditions in the lower animals. In other words, 
are they of ancestral origin? 

No special description is needed, except possibly of the 
redundant sigmoid, which occurs more frequently than the 
others. This extra loop may reach remarkable dimensions, 
extending up as far as the transverse section. Although 
congenital—possibly of ancestral origin—this extra looping 
does not cause symptoms, although I sometimes wonder 
whether it might not do so in some circumstances, as a 
number of patients in whom this condition is found, and 
who present themselves for this examination, complain of 
vague abdominal symptoms. No apparent obstruction, 
however, is noticeable in such cases. 

While the degree of looping is variable, the indication of 
its presence is constant in position; for instead of the 
column of fluid following an outward direction after filling 
the pelvic colon, it is seen creeping upwards from the upper 
limit of the S, following the loop round and joining the 
descending section at its normal level. 


Jacksonian Membrane. 

This is a rare condition, due to the presence of a mem- 
brane in the region of the hepatic flexure. The membrane 
is stretched over the gut, flattening it out to a greater 
or lesser extent. It may be present without giving rise to 
symptoms. The smooth outline of a narrowed section of 
the gut in the region of the hepatic flexure, causing no 
great degree of obstruction, should easily differentiate it 
from a new growth. 


Enteroptosis. 
Only a general description will be given of the part 
layed by the colon in this baffling condition. Considering 

its extreme frequency, it is surprising that not more is 
known of its cause. Let it be clearly understood that 
radiologists can only state the position of the various sec- 
tions, the muscular tone, and the rate at which the con- 
tents pass through. The deductions must be left to the 
physician. It is possible to have an extreme degree of 
enteroptosis without any symptoms. In fact, the intestinal 
tract may be functioning perfectly normally, in spite of 
its low position. Therefore, the position of the organs is 
not necessarily the deciding factor in these cases. 

There is another point. At what level does enteroptosis 
begin? To some radiologists every case examined has some 
degree of ptosis of the transverse golon; to others it is the 
hepatic flexure which offends. The whole subject needs 
revision—at any rate from the radiological point of view. 
We do not yet know to an inch on what level our organs 





should be. I hope to return to this subject at some future 
time. Briefly, colonic ptosis may be classified as follows: 
1. Caecal—so-called pelvic caecum. 
2. Right half of colon down (single flexure). 
3. Splenic “‘ drag,”’ due to the splenic flexure remaining high 
up in its normal position, thus taking the weight of a 
loaded right half of colon. This frequently gives rise to 


pain under the left costal margin and may be diagnosed 
as of gastric origin. 


4. Ptosis of both flexures with, of course, the transverse 
colon. 

The examination of suspected cases of enteroptosis by the 
opaque enema has certain advantages over the meal. In 
the first place, there is a saving of time, as the whole colon 
can be examined at one sitting. Several days may other- 
wise be necessary before the meal reaches its journey’s end. 
Secondly, the functioning properties of each section can be 
more accurately gauged. 

It is, of course, necessary to examine the patient in the 
upright and recumbent positions, palpation being used to 
see if it is possible to manipulate the gut into its normal 
position. In addition, an opaque meal is given to ascer- 
tain the position of the stomach to the colon. 

If the patient now attempts to evacuate the bowel, a 
second examination will determine and locate the residue, 
giving an indication of its emptying powers. 


Adhesions. 


Fixation of sections of the gut that should normally be 
free, with or without narrowing of the lumen, indicates the 
presence of adhesions. Adhesions of the large gut are rare, 
and care should be exercised in their diagnosis, as frequently 
there is apparent fixation owing to muscular contraction of 
the abdominal wall preventing efficient: palpation. The 
caecum is often difficult to manipulate on account of its 
low position in tke pelvis. Raising of the buttocks and 
deep respiration will cause it to move up if not fixed by 
adhesions. 


Determining the Relation of Abdominal Tumours to 
the Colon. 

A tumour may be felt through the abdominal wall. Its 
relation to the large gut may be of considerable surgical 
importance. This is easily ascertained by rendering the 
colon visible by an opaque enema. Occasionally the tumour 
will be found to be so closely connected with it as even to 
alter its lumen, but unless this alteration gives the irregular 
stricture characteristic of a new growth it must be con- 
sidered as a tumour originating outside the gut, involving 
it only as a secondary condition. A tumour in the left 
flank, diagnosed as a growth of the descending colon, was 
shown by this method to be pressing on the gut, flattening 
it out, but not part of it. A detailed examination proved 
the lump to be an enlarged low kidney—a hypernephroma. 
The surgical value of this information need not be 
emphasized. 

Pressure of Gall Bladder. 

Pressure on the gut in the region of the hepatic flexure of 

an enlarged gall bladder may sometimes be detected. 


Oreanic Lesions. 

The presence of the following pathological conditions can 
be determined by means of the opaque enema: 
. New growths. 
. Diverticulation. 
. Tuberculosis. 
. Polypus (rectal). , 
Benign tumours—adenoma, fibroma, lipoma, 
. Chronic ulcerative colitis. 


New Growths. 

Here the diagnosis is dependent on (a) obstruction, (b) dis- 
tortion of lumen. In the very early stages, while the growth 
is small, and before it encircles the whole lumen of the gut, 
detection is very difficult, unless a section that can be easily 
manipulated is involved. 

While these early new growths are the type most 
frequently missed by the opaque enema examination, 
patients rarely come for the examination until the disease 
is well advanced. In respect to the obstruction resulting 
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from the presence of a new growth it is of interest to note 
that the passage of an opaque meal given by the mouth may 
be quite unobstructed. In other words, there may be no 
flelay whatever and yet the obstruction will be complete to 
the opaque enema. Various suggestions have been made to 
account for this phenomenon, but my impression is that a 
channel through the new growth is moulded—probably into 
the shape of a funnel—by the onward passage of faeces, a 
valve-like closure taking place when the enema is adminis- 
tered. In any case, it is rare for a colonic growth to be 
present without giving rise to definite obstruction to the 
passage of the opaque enema. 

The first indication of this obstruction is the sudden 
increase in colonic tension—imparted to those who are able 
to appreciate it—through the rubber ball of the moditied 
Higginson syringe already mentioned. The column of the 
barium fluid ends abruptly as it comes up against the 
growth. In other words, it is straight-faced. Gradually a 
small amount may be enticed through the stricture. Care 
must be taken at this stage not to use force, otherwise 
damage may be done or the enema may be returned. Once 
the emulsion has got through the narrowed section, the 
extent of the disease can be gauged. The narrowed channel 
is usually irregular and tortuous, similar to a new oeso- 
phageal growth. | smooth in outline, care should be taken 
to eliminate local spasm; at the same time it must be 
remembered that in some cases of annular growths the 
stricture may be smooth, but then it is permanent. Palpa- 
tion here may be of considerable use, for although no actual 
tumour can be felt, the rolling of the suspected area of 
colon from side to side under the fingers will impart a 
definite sensation of thickening of the wall. 

The most difficult section to examine is the pelvic colon 
and first part of the sigmoid. The coils tend to overlap one 
another and considerable ingenuity is necessary to dis- 
entangle the shadows, especially as palpation is not possible 
in this portion of the gut. How, by injecting water, this 
difficulty may be overcome has already been described. 
A new growth involving the caecum may be overlooked or 
a wrong diagnosis of diseased colon may be made, unless 
care is taken that this portion is fully filled. There is a 
tendency to what I take to be an air-lock in this region, 
giving an irregular outline to the caecum. Palpation, how- 
ever, will help it to fill to its fullest extent, but if this is 
unsuccessful the object will be achieved by turning the 
patient on to the face for a few minutes. Dilatation of the 
distal side of the obstruction is by no means unusual. 

As previously mentioned, the opaque enema is the only 
satisfactory method of detecting the presence of narrowing 
or distortion of the gut, and the extent of the disease. 


Tuberculous Disease. 

Although a rare condition, tuberculous disease may be 
considered here owing to the fact that it closely resembles 
a new growth in its radiological appearances. 

While tuberculous disease certainly causes narrowing and 
distortion of the gut, this is usually limited to one side, not 
involving, as with a new growth, the whole lumen. The 
proximal half of the colon is commonly implicated. The 
lesion is usually more extensive and the obstruction is seldom 
so complete as when caused by a new growth. The history 
of the case will also assist a correct interpretation of tlie 
findings. It is, however, by no means easy to distinguish 
between these two lesions. Differential diagnosis is also 
difficult between (a) adhesions, (b) actinomycosis, (c) abscess, 
and (d) extrinsic tumours. 


Colonic Diverticulation. 

This condition is more frequent than is generally supposed, 
but it does not necessarily give rise to symptoms unless 
inflammation supervenes. It is by no means uncommon in 
patients over 45. This pouching or sacculation of the colon 
is probably the result of some defect in the muscular coat, 
congenital or acquired. The diagnosis depends on the filling 
of these diverticula with the opaque fluid, and are either 
seen as bud-like projections, while the gut is fully dis- 
tended, or as button-like shadows left behind after evacua- 
tion. They may be sessile or pedunculated, and are situated 
outside the limit of the gut. Examination immediately 
after evacuation may show a few of these saccules, but 





many more will be detected if the examination is made 
again in twenty-four hours. 

I have found that diverticula may remain filled with the 
opaque fluid for several weeks after the enema, and this 
even after vigorous irrigation of the colon. What part 
diverticula play in intestinal toxaemia has yet to be estab- 
lished, but the fact that they may not be emptied even by 
repeated washings out of the gut at once raises the ques- 
tion whether some of the cases of chronic infection may not 
be the result of absorption from these diverticula, adding 
yet another source of infection to the already long list. 
Diverticula, in fact, may be looked upon as miniature appen- 
dices that may become chronically and occasionally acutely 
infected. A term is wanted to describe the condition when 
diverticula are present without inflammatory changes. The 
term ‘ diverticulitis ”’ implies inflammation. I suggest the 
term ‘* colonic diverticulation.”’ 

In all suspected cases, or where the examination has 
revealed nothing abnormal, an examination after twenty- 
four hours is essential. Diverticula usually occur in the 
descending portion or sigmoid, although they may be found 
in any section of the colon and occasionally along its whole 
length. If there has been any inflammatory condition 
present (diverticulitis) it is rare for the opaque fluid to 
get into the particular diverticulum involved, as the opening 
into the gut is usually occluded. Other patent diverticula 
are, however, as a rule present, indicating the nature of the 
case. Residue in the colonic haustra should not be mistaken 
for diverticula. 

Benign Tumours. 

These are rare and the radiological differentiation almost 
impossible: Smooth defects in the outline of the lumen, not 
characteristic of a malignant tumour, may lead one to 
suspect the simple nature of the lesion. Polypi will cause 
a smooth defect if large enough, with little or no obstruc- 
tion, the shadows cast by the gut in the region being rather 
mottled in appearance. Multiple adenomata give a similar 
picture. 

Chronic Ulcerative Colitis. 

The element of spasm is the main feature here. This 
leads to a spastic condition of the colon, usually of the 
descending portion, giving rise to an extensive narrowing 
of a considerable part of the gut. In rare cases the opaque 
fluid can be seen adhering to the ulcer surfaces themselves 
after evacuation. The presence of diverticula may cause 
symptoms of colitis, and care should be taken not to 
overlook this condition. 


ConcivsIon. 

While examination by the opaque enema has been em- 
ployed for some years, I feel that a more extended use of 
this method could be made with advantage in this country. 
But it must be realized that the examination is beset with 
pitfalls for the unwary. 

If careful attention be given to the technical details the 
method will prove to be rapid and accurate, and to cause 
minimum discomfort to the patient. 
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Ix addition to the relative rarity of concealed accidental 
haemorrhage there are several points in the following case 
of more than passing interest. 


On January Ist, 1924, I was asked by her family doctor to see a 
well developed woman of 26, who was in the thirty-fifth week of her 
fist pregnancy. Down to eighteen hours before I saw her she had 
enjoyed good health and the urine had been free from albumin. 
At 10 p.m. on December 3lst, 1923, without any apparent cause 
she was seized with severe cramp-like pain in the epigastrium. 
An hour later she became faint and complained of a sensation 
of great fullness in the abdomen. She was carried to bed, and 
shortly afterwards felt sick and vomited without gaining any 
relief. Down to the time when I saw her every attempt «et 
ingestion of food or to raise her head resulted in a recurrence of 
the faintness and vomiting. The bowels had net acted and she 
was unable to say if she had passed flatus. There was incresscd 
frequency of micturition. While the pain had continued without 
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intermission from the onset of the attack, she did not think it had 
differed in character after the end of the first hour. At no time 
had she any feeling of air hunger. 

She lay in a dazed, apathetic condition, and was markedly pale, 
but of a fawny white rather than the ashy grey colour of 
secondary anaemia. The pulse was 108 and the temperature 
98° F. The abdomen was greatly distended and gave a sensation 
of hard tenseness. This distension was chiefly localized in the 
upper segment and passed under the costal margins. No sounds 
could be heard on auscultation, nor could any movemenis be 
recognized on inspection or palpation. The tenderness she com- 
plained of could not be described as severe. No blood was found 
in ihe vagina, nor was there any staining of her clothing. The 
os was dilated (2 cm.), with distended membranes bulging through. 
Concealed accidental haemorrhage was diagnosed and Caesarean 
section recommended. This her husband agreed to, but requested 
that the uterus should be preserved if found possible. She was 
removed to Longton Hospital. 

At 7.50 p.m. on January Ist, 1924, under a general anaesthetic, 
the abdomen was opened through a mid-line incision extendin 
from 1 inch above the umbilicus to 1 inch above the pubes. 
little free sanguineous fluid escaped from the peritoneal cavity. 
On attempting to centralize the uterus it was found impossible 
to insinuate the hand between it and the costal margins. The 
distension of the uterus was definitely limited to the body, which 
was of a slaty grey colour with purplish mottling, while the 
lower uterine segment, below the anterior peritoneal reflection 
which was raised to the level of the umbilicus, was elongated 
and showed neither grey coloration nor mottling. A longitudinal 
incision through the loose peritoneum over this segment exposed 
sufficient of it to permit a 5-inch incision inio it without reflecting 
the bladder downwards. This incision was made in the long 
axis. No difficulty was experienced in extracting a well developed 
dead child of about 7 Ib. by the presenting breech. The skin of 
the scrotum had desquamated, otherwise the child was in a good 
state of preservation. The placenta was free in the uterine 
cavity and was removed with three or four large dark blood clots. 
These clots collectively would have filled a half-pint measure. 
Simultaneous with the extraction of the child 1 c.em. of pituitary 
extract was given subcutaneously and the uterus lifted out of the 
abdominal cavity. It remained flabby and toneless, and except 
while directly compressed there was a steady oozing from its cavity. 
After fifteen minutes’ compression without satisfactory result 
gr. 1/100 ergotinine citrate was injected directly into the uterine 
muscle. This had the desired effect, and the uterus was preserved. 
The placenta was of normal shape and size, but four-fifths of the 
villi showed that they had been compressed. The remainder 
occupied an are embracing a third of the periphery of the 
placenta. When the uterus was removed from the abdominal 
cavity, within a minute of giving pituitary extract, the intestines 
were seen collapsed and ivory white in colour: this persisted 
during the time the abdomen was open. The incisions in the 
lower uterine segment and in the peritoneum over it were closed 
separately with continuous catgut and the abdomen closed in 
layers. 

Except for severe epigastric pain which lasted for two days con- 
valescence was uneventful, and she went home on January 20th: 
the uterus had then contracted down to the size of a two to 
three months’ pregnancy. 


While concealed accidental haemorrhage is one of the 
rarest complications of pregnancy (1 in 15,000 or more 
cases), it is one of the most serious. In all but those in 
which the haemorrhage has been trivial the child must 
die in ufero, and in those severer cases the uterine muscle 
is so damaged and its power of contraction and retraction 
so destroyed that the mother’s life is endangered by the 
probability of post-partum haemorshage, if not by condi- 
tions arising antecedent to the birth of the child. 

To draw conclusions from one case can only be justified 
by the rarity of the condition, and by the hope that 
others will compare such conclusions with their own per- 
sonal experiences. The condition has been attributed to 
toxaemia, trauma, emotional disturbances, and _ endo- 
metritis, and is commoner in multiparae. This case throws 
no light on the subject, but the date and hour of its 
onset are significant—10 p.m., December 31st. 

Diagnosis offers no difficulty. The sudden onset of 
abdominal pain in a woman advanced in pregnancy, with 
marked collapse and with no ‘ show,’’ should suggest the 
condition. The tense hard swelling of the uterus, parti- 
cularly in its upper segment, with inability to hear the 
foetal heart sounds or uterine souffle, are sufficient to 
confirm the diagnosis. 

The sequence of events following haemorrhage into the 
decidua basalis must depend on the amount of blood poured 
out of the ruptured vessels and on the increased intra- 
uterine pressure resulting. As long as the haemorrhage 
remains concealed between the placenta and membrane 
on the one hand and the uterine wall on the other the 
increased pressure acting through the liquor amnii tends 
to dilate the os to some extent, at the same time balloon- 
ing the uterus, and disseminating the fluid blood between 








the bundles of uterine muscle. This sequence of events 
would contribute to a lowering of the intrauterine pressure 
if the haemorrhage ceased, but in reality it encourages 
further bleeding, with increased distension of the uterus 
and greater dissociation of muscle bundles until the intra- 
abdominal pressure is raised to or above that in the 
uterus; then the blood sinuses at the placenta site are 
subjected to compression which closes them and permits 
thrombosis to occur. It might be argued that such a state 
will occur earlier in a primipara or in a multipara with 
well developed and not overstretched abdominal muscles. 
Conversely, lax abdominal muscles will allow so great 
uterine distension that the peritoneum cracks and the 
dissociated muscle bundles are converted into actual 
ruptures permitting blood to escape into the abdominal 
cavity. Such cases have been described by Shannon and 
others. If this case can be taken as a criterion of what 
occurs in others, then the distension is limited to the 
uterine body, while the lower segment is merely stretched 
longitudinally and is otherwise not traumatized by the 
disseminating blood. ; 

If the diagnosis could be made carly, the ideal treatment 
would be to convert the concealed into an external haemor- 
rhage, but as the first symptoms of concealed accidental 
haemorrhage arise from shock due to the rapid distension 
of the uterus, most cases are seen too late for this to 
be done without considerable risk. The firm application 
of an abdominal binder may assist in raising the intra- 
abdothinal pressure and minimizing the haemorrhage. 

To empty the uterus per vias naturales endangers the 
patient’s life from post-partum haemorrhage, whereas if 
it is emptied through an abdominal hysterotomy opening 
the post-partum haemorrhage can be controlled by direct 
compression or by hysterectomy if other measures fail. If 
Caesarean section is performed the lower uterine segment 
operation appears to be more desirable than the classical 
method. It is the part of the uterus underlying a mid-line 
incision below the umbilicus; it is stretched longitudinally 
and there is ample room without the necessity of reflecting 
the bladder downwards; it is not traumatized, at least to 
the same extent, as is the body; and if the uterus should 
become infected it is shut off from the peritoneal cavity. 

The collapsed and ivory-white condition of the intestines 
is difficult to explain, especially as no reaction appeared 
during the twenty to twenty-five minutes the abdomen was 
open. The greatly increased intra-abdominal pressure, with 
irritation of the splanchnic nerves, may have had some 
influence in producing this state, or it may be a pheno- 
menon of shock as described by some writers on that 


subject. 











A PROTEIN POISON THEORY: 


Irs APPLICATION TO THE TREATMENT OF HEADACHE AND 
EspeciraLty MIGRAINE. 
BY 
R. CURTIS-BROWN, M.D., 


MENTONE, FRANCE. 





Ars, nitrogenous food, animal or vegetable, contains a 
potential poison. Whether untoward effects are produced 
or not depends entirely upon the metabolic efficiency of the 
individual in respect of the particular protein concerned, 
If the metabolic capacity of an individual is insufficient to 
deal with this poison, without undue reaction, manifesta- 
tions are produced. These manifestations may occur in any 
tissue of the body, and are the symptoms of disease. 

In chronic disease the reactions are so slight that they are 
not evident until the gradual replacement of the destroyed 
tissue cells by connective tissue interferes with the function 
of an organ. This explains the slow development of arterio- 
sclerosis, nephritis, and other diseases of like nature. On 
the other hand, the manifestations may be sudden and 
severe, as in cyclic vomiting and migraine, — Most acute 
manifestations show a certain periodicity, indicating a 
cumulative action of the poison. Other acute affections 
appear immediately after the ingestion of the poison, ag 
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in the case of urticaria, angio-neurotic oedema, and the 
various food idiosyncrasies. Convulsions may be caused by 
protein ingestion, and, indeed, this is a very usual cause of 
convulsions in children. 

My theory differs from that of anaphylaxis, which has 
been generally accepted to explain various food idio- 
synerasies. In anaphylaxis a preliminary sensitization is 
required, while my theory maintains that the metabolism of 
the individual is inadequate. Such an inadequacy for the 
metabolism of nitrogenous food is most usually inherited, 
but further damage can be prevented by appropriate dict. 
The pretein poison may act directly on the tissue cells of 
the mucous membrane or the skin, causing, for example, in 
the one case bronchitis or colitis, in the other such a disease 
as eczema. Or again, it may act indirectly, as, for example, 
through the endocrine or nervous system. 

It is impossible in this short paper, which I wish to devote 
to migraine, to discuss fully the pathogenesis of protein 
poison manifestations, but since heredity plays such an im- 
portant part in the etiology of migraine, this at any rate 
must be considered. The old French school represented by 
Trousseau, Bouchard, and Dieulafoy laid great stress upon 
what they called the lithaemic diathesis, and insisted on 
the close relationship and inheritability of gout, asthma, 
eczema, migraine, epilepsy, and lithiasis. They also noted 
the frequent occurrence of cancer in certain families which 
had this lithaemic diathesis. They failed to see, however, 
that the real basis of the heredity is a damaged protein 
metabolism in which protein poison manifestations can 
take place in any tissue or organ of the body, so producing 
the diseases which they attributed to lithaemic diathesis. 
The disease and its symptoms depend entirely upon the 
site of the manifestations. Each cell of the body is an 
individual chemical laboratory and plays a part in the 
general metabolism. 

I consider it is quite justifiable to assume that the mole- 
cular arrangement of the cell structure, and the character- 
istics of the cell, upon which depends its ability to function 
properly, are inherited in the same manner as the general 
physical characteristics of the individual are inherited. 

Migraine occurs in individuals who have inherited a 
damaged metabolism for nitrogenous foods, and I have 
chosen it as the subject of this paper because the remark- 
able results that I have obtained in its relief by the practical 
application of the protein poison theory have been so con- 
clusive as to leave no doubt in my mind as to its truth 
and value. 

Headache is one of the commonest forms of protein poison 
manifestation. The headaches caused by protein poison vary 
in severity from the mildest headache to the severest forms 
of typical migraine. The etiology of all functional head- 
aches is the same. In migraine we have, however, the typical 
inherited insufficient protein metabolism. It is true that 
other causal factors, such as eye-strain, may act in pro- 
ducing headache, but they are secondary causes and are 
incapable of producing migraine if the essential cause is 
removed. It is quite easy to prove that protein poison is 
the essential cause of headache by letting a patient resume 
the articles of diet the omission of which caused the head- 
ache to cease. It is true, however, that some patients on a 
low protein diet will acquire a certain degree of tolerance 
for the very foods that formerly caused headache. Other 
patients, however, will never be able to take certain protein 
foods. It is most important to know that extracts from 
protein foods such as soups and gravies, and fruit extracts 
also, though they contain no protein, contain the protein 
poison and are very potent in causing headache; indeed, one 
reason why dieting has been unsuccessful in the past is 
because meat extracts and fruit and fruit juices have not 
been suspected. 

I have found that skin tests are unreliable, and the 
quickest and best way to ascertain what foods are 
deleterious in each individual case is to commence with a 
diet free from protein, especially animal protein, and then 
to build up gradually a suitable diet therefrom. 

The foods which I have found potent in causing head- 
ache are meat, fish, poultry, game, and extracts such as 
soups and gravies made from them; eggs, milk, and cheese; 
fruit and fruit juices; coffee, tea, chocolate, and alcohol; 
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and, among the vegetables, tomatoes and mushrooms. This 
at the first glance seems to leave nothitig to eat but cereals, 
butter, and vegetables; and, indeed, this is the basic diet 
upon which to put a patient for a few weeks until his head- 
aches are controlled. I use a diet of polished rice, butter, 
toast, a few green vegetables, and water. 

Many patients show immediate improvement, but some 
are worse the first week—those who formerly had occasional 
headache having it continuously. This is especially true of 
immoderate coffee drinkers. The second week there is con- 
siderable improvement, and in the third weck the majority 
of patients are distinctly better. In women there is usually 
a recurrence of headache at the first menstrual period, but 
after a month or two they have no more headache, not 
even at the menstrual period. 

So soon as the headache is distinctly improved the diet 
should be amplified, at first with other vegetables, then by 
a small amount of meat once a day. Milk may be used in 
the cooking (many patients cannot take raw milk in any 
quantity) and different articles of nitrogenous food added 
from time to time until the tolerance for different foods is 
ascertained. Very few subjects of migraine can take meat 
soups, fruits, or eggs in any quantity. Sweetbreads, mush- 
rooms, tomatoes, and chocolate usually must be banned 
entirely. With some it is necessary to omit a single article 
only, such as eggs. Every article of nitrogenous nature 
must be suspected until proved to be harmless in the 
particular case. The protein of cereals and vegetables is 
usually well borne. 

It must be remembered that every food of nitrogenous 
nature has its specific pretein. Some patients who cannot 
take beef cen take lamb or chicken. I have had patients 
who were very susceptible to such proteins as unpolished 
rice, almonds, and peppermint. Some can take tea with 
impunity, but cannot take coffee; as a rule, however, most 
can take a fairly generous diet if certain particular proteins 
are emitted. 

It is best that all sufferers from migraine should be on 
a fairly low protein diet. I believe also that the less carbo- 
hydrate and fat that is consumed the greater is the ability 
of the patient to metabolize protein. This may explain why 
some cases of migraine have been relieved by adopting a 
low carbohydrate or low fat diet: but T am convinced from 
my experience that the protein is the real causal agent of 
migraine, 

I am well aware that the statements I make will seem 
somewhat dogmatic, but I am convinced of the truth of 
them. A single trial of this method in the most obstinate 
case of migraine will convince the most sceptical, and the 
success of his treatment will soon tempt him to apply the 
theory in other cases of functional disease, where it is chiefly 
applicable. Diseases in which organic change has already 
begun cannot be cured by diet, but the protein poison 
theory throws light upon their etiology and therefore 
suggests the possibility of preventing all the diseases of 
metabolism. It gives a new viewpoint in such serious 
diseases as nephritis, arterio-sclerosis, and even tumour 
growth, 








CANCER OF THE BREAST: 
RECURRENCE 31 YEARS AFTER OPERATION, 
BY 


F. J. STEWARD, M.S., F.R.C.S., 


SURGEON TO GUY'S HOSPITAL. 





I Make no apology for publishing a note of this case owing 
to its outstanding interest in its bearing on the age-long 
question, When is cancer cured? 

I saw the patient a short time ago with Dr. James 
Bromley of Sible Hedingham. Her history was as follows: 

Mis. R., aged 81 years, was operated upon for cancer of 
the left breast thirty-one years ago by the late Sir Henry 
Butlin. She had -no further trouble until a few months 
before I saw her, when Dr. Bromley discovered three small 
hard nodules beneath the skin of the left chest in the 
immediate neighbourhood of the scar of the operation 
wound. These had slowly increased in size. During. the 


er tree me 








hc 


ql 
i 
in 
m 
ti 























JAN. 24, 1925] 
past two months some enlargement of the veins over the 
front of the left chest had appeared, and the patient com- 
plained of some degree of breathlessness and of pain in 
the chest. 

When I examined her I found three hard nodules, as 
Dr. Bromley had observed. These were each about halt an 
inch in diameter, were situated beneath the skin, and 
were not fixed either to the skin or to the deeper parts. 
These nodules were each close to the operation scar and 
were separated from one another by about an inch and 
a half. The front of the chest to the’ inner side of the 
scar Was somewhat prominent, and a few dilated veins 
were to be seen. ‘There was also some degree of dullness 
on percussion over the prominent area. The patient was 
rather breathless and looked ill, but not extremely so. She, 
however, died the same night. 

There can be no reasonable doubt that the superficial 
nodules were carcinomatous, and that they had appeared 
quite recently, for Dr. Bromley was satisfied that they were 
not present much more than two months before my exam- 
ination. There was certainly also a growth in the 
mediastinum, which had probably been present for some 
time, and which presumably caused the patient’s death. 

In spite of the interval of no less than thirty-one 
vears there can be little doubt that the- subcutaneous 
nodules and the mediastinal growth were directly con- 
nected with the original growth in the breast, and, if this 
is so, it would appear that carcinoma cells may lay 
dormant in the tissues for a period of upwards of thirty 
vears, and for all this time give no sign, and then 
simultaneously, in at least four separate and distinct sites, 
once more become active. 

What was the exciting cause of this fresh outburst of 
activitv? Whatever it was, apparently it must have been 
general rather than local, otherwise the fact of four 
separate and independent foci becoming active at the same 
time cannot be explained, for, as regards the three sub- 
cutaneous nodules, as has already been mentioned, these 
were separated from one another by apparently healthy 
subcutaneous tissue, and were, moreover, all of practically 
the same size, and hence began to grow at the same time. 





DIAGNOSTIC VALUE OF THE SUGAR CONTENT 
OF THE CEREBRO-SPINAL FLUID IN 
ENCEPHALITIS LETHARGICA. 


BY 
H. A. COOKSON, M.B., Cu.B., F.R.C.S.Eb., 
x 


PATHOLOGIST AND BACTERIOLOGIST, ROYAL INFIRMARY, SUNDERLAND. 


So far back as 1917 it was observed by von Economo that 
the sugar content of the cerebro-spinal fluid was increased 
in many, if not in all, cases of encephalitis lethargica. 
During the past year I have examined a series of specimens 
of cerebro-spinal fluid withdrawn from patients provision- 
ally diagnosed as suffering from encephalitis lethargica, and 
in all cases in which this diagnosis was finally confirmed the 
sugar content of the fluid was found to be increased. 

The method employed for the estimation of this sugar 
content was that advocated by Maclean! for the determina- 
tion of the sugar content of the blood: it was found to be 
satisfactory in over a hundred examinations of cerebro- 
spinal fluid in addition to those recorded in the accompany- 
ing table. By this method the figure for apparently healthy 
fluids was found to be within the range of 0.065 to 0.08 per 
cent., whilst, using Bang’s microscopic method,? the average 
figure obtained was 0.072. Although it may be conceded 
that the method of Bang or Folin-Wu, or again the modi- 
fication of the Benedict-Osterberg procedure used by Alpers*® 
and others, would have given more accurate results, yet 
Maclean’s method is nowadays so well known to many 
general practitioners, owing to the modern discoveries in 
connexion with the diagnosis and treatment of .diabetes, 
and can be so easily performed with a reasonable degree of 
accuracy, that any considerable departure from the normal 
is readily appreciated. 

It will be observed from examination of the accompanying 
table that in almost every case finally diagnosed as 
encephalitis lethargica the sugar content was definitely 
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increased above the normal, and that in no instance was 
there any diminution. Increased sugar values occur 
undoubtedly in certain other diseases, yet the absence of a 


decrease is, I think, a valuable point in diagnosing this . 


condition from the group of other meningeal diseases, 
especially from tuberculous meningitis. The failure of 
1 c.cm. of cerebro-spinal ‘fluid to reduce 0.25 ¢.cm. of 
Fehling’s solution would also probably be of value as a 
criterion in cases in which an estimation of the amount of 
sugar present was impracticable. Such a procedure, by 
excluding encephalitis lethargica, should be of considerable 
utility, whilst the indication in this way of a definite 
increase in the sugar content would go far towards estab- 
lishing a positive diagnosis. 


Table showing Sugar Content (percentages ) of the Cerebro-spinal Fiuid 
in Encephalitis Lethargica and Similar Diseases, 
(The initials are those of the patients examined.) 




















Encephalitis lethargica. Other meningeal infections. 
S. A. _ a o- O18 , 2 _ - +. 0.056 
ot ear H.W. T. 0.062 
cs az i = .. 0.116 R. % 0.047 
P.R sad ... 0.100 re oa 0.041 
W.D 0.101 | ee 0.067 
B 0.125 _ a = 0.046 
2. 8 . 0.135 M 0.062 
LN . 0.130 
M.G . 0.110 Average sugar content=0.054 
T.O . 0.100 
C.B. ... er 
- ns s+ eae 0.118 | Other conditions clinically like 
—_—S oe mo ae | encephalitis lethargica. 
a Se ee a 
MAR... a + 0.081 Be eet 0.078 
eid ones eaten Sa me aa. ee en 
Average sugar content =0.112 LB - a oO O81 
oa — rr SE 
Tuberculous meningitis. G.G.* si hii oo. 
S.A. N. ~~ «. «— , ; 
= ~ ve ae aa: Average sugar content =0.080 
M.D. . , 0.042 
* Uraemia cas 
Average sugar content =0.050 Uraemia case. 





In nearly every case of encephalitis lethargica in the series 
the eye sign described by Thorp* was present—a valuable 
diagnostic point. 
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. Memoranda: 
MEDICAL, SURGICAL, OBSTETRICAL. 


THROMBO-ANGIITIS OBLITERANS. 
In view of the recent article on thrombo-angiitis obliterans, 
by Telford and Stopford (Brirtsh Mepicar Jovrxat, 
December 6th, 1924, p. 1035), the following case is of 
interest. . : 


A carter (British), aged 43, had been subject for twelve months 
to pain in the right calf and foot after walking; the pain subsided 
on resting, but returned on further exercise. The condition was 
worse in cold weather. He first noticed change in the colour of his 
tces seven weeks prior to admission to hospital; there was no 
history of injury to the foot. 

Examination revealed dry gangrene of the third toe and part 
of the adjacent toes, the gangrene extending half-way up the 
dorsum of the foot. Palpation revealed pulsation in the femoral 
artery, extending to the apex of Scarpa’s triangle; elsewhere in the 
limb no pulsation could be detected. Cutaneous sensation of the 
right foot was impaired, and there was marked wasting of the 
muscles of both lower limbs. There was slight oedema of the left 
foot. His general condition was good; nothing abnormal was 
detected in heart, lungs, or urine; the Wassermann reaction was 
negative. . ; 

supracondylar amputation was performed. The tissues of the 
stump were rather anaemic; haemorrhage was practically absent; 
the popliteal artery was occluded by clot and was closely adherent 
to the surrounding tissues. Further dissection showed thrombosis 
of the anterior and posterior tibial vessels. _ 

Microscopical examination yielded findings similar to those 
recorded in the paper referred to. 


My thanks are due to Dr. J. F. Hodgson for permission 
to publish this case. 


H,. Jarré, M.R.C.S., 
House-Surgeon, Royal Halifax Infirmary. 
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A CASE OF LEONTIASIS OSSEA. 

Tue history of the case is as follows: In September, 1918, 
a youth, aged 18, serving in the Royal Navy, fell on the left 
side of his face across a 12-pounder cannon; although he 
had pain in his jaw he did’not go off duty. About a month 
later he had a fight with another sailor, and was hit on the 
jaw. He states that his jaw ‘‘ felt loose ’’ for about a week 
afterwards, otherwise he was in perfect health. He was 
demobilized in February, 1919, and on returning home his 
mother noticed that the left side of his jaw was slightly 
swollen. In 1621 he observed slight enlargement of both 
nasal bones. 

I saw him for the first time in January, 1924. The bony 
protuberances in the left side of the mandible and in both 
nasal bones were well marked. About March a small 
growth of bone started on the right side of the mandible, 
and the patient had considerable pain in 
that region. I sent him to Mr. Bernard 
Goodwin, F.R.C.S., in October, who dia- 
gnosed leontiasis ossea. In November, 1924, 
the patient had several attacks of severe 
paroxysmal pain over the left side of the 
face. 

Leontiasis ossea was first recognized by 
Virchow, and is characterized by hyper- 
ostosis of the facial and cranial bones. 
The pathology of the disease is unknown, 
though probably inflammatory in nature. 
The onset is, as a rule, noticed in early 
life, from the tenth to the thirteenth year. The chief 
feature is the formation of masses of new bone on the 
jaws; in addition to causing deformity it may interfere 
with sight, smell, and the movements of the jaws. The 
disease is of long duration, lasting twenty to thirty years, 
and no treatment has proved of the slightest use. A some- 
what similar affection is said to occur in monkeys. 


Duprey Git, M.B., D.P.H., M.R.C.S. 
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CREOSOTE IN INFLUENZAL PNEUMONIA, CHRONIC 
INFLUENZA, AND ENCEPHALITIS LETHARGICA. 
In February, 1922, a note of mine on the treatment of 
pneumonia with creosote was published in the British 
Mepicat Jovrna, in which I suggested that the dose of 
potassium iodide usually prescribed—namely, 10 grains—was 
too great, and advocated the following creosote and ammonia 

mixture: 


R Creosot. us —e wi ion m ee 
Pot. iod. _ ... i cs eee — oF 
Sp. ammon. co. ) 

Sp. rectificat. r eee eos a& 58s 


Ext. glycyrrhizae liq. ) 
Aq. chloroformi ve Zs 


: a ad 3j 
To be given every four hours. 


The potassium iodide is to be omitted in the case of 
patients with profuse expectoration, and not more than 2 oz. 
of brandy, if any, need be given in addition. 

Creosote has long been used for pulmonary conditions, 
such as tuberculosis, and we used to give it in capsules with 
an expectorant mixture. Whether it is of use in early cases 
of phthisis I do not know, for there are cases of unresolved 
influenzal pneumonia, or chronic influenza as we might call 
them, which rapidly yield to treatment with the mist. 
creosoti cum ammonia, and which are very liable to be mis- 
taken for phthisis. One of my patients was, I believe, 
having open-air treatment for tuberculosis. He had some 
consolidation at the right apex and slight fever, and he 
rapidly recovered on being put to bed and treated with this 
mixture. Another was a young woman at an institution for 
mental defectives, who had signs suggesting a diffuse tuber- 
culous bronchopneumonia; she had had irregular fever for 
over a month, and her temperature fell to normal in about 
three days. 

I do not know whether creosote has been used for early 
cases of encephalitis lethargica, which is supposed to have 
some connexion with influenza, but it has been given intra- 
muscularly for leprosy (Brit1su Mepicat Journar, Epitome, 
April 19th, 1924, para. 323). 

London, N.W.3. R. RaMspen Wane, M.D., B.Ch.Oxon. 








CURE OF PRURITUS SENILIS BY THE USE 

OF A FLESH BRUSH. 
Asovt twenty years ago I noted in a French medical 
journal a letter on the, value of flesh brushing in pruritus 
senilis, I happened to know at the time of the matron 
of a large nursing home who had for several years suffered 
severely from an intense and intractable pruritus senilis. 
I suggested she should try this treatment; its success was 
perfect: it gave immediate relief, and after a few weeks 
she was able to stop the treatment for intervals of many 
weeks. She was able to continue her work for severab 
years afterwards. 

It was long before I had another case; but it was 
attended by similar success. Since then it has been my 
sheet anchor in the treatment of this trouble. I have had 
a few failures, but they form only a small fraction of all 
the cases. The following quotation from a letter of a 
retired medical man is typical of what patients think of 
the treatment: 


“* After years of suffering and elaborate treatments this simple 
method has completely cured my wife. The simplicity of the 
treatment and the perfect cure can only be compared with the 
dipping in the river Jordan.” 

The treatment is as follows: 

A brush resembling an ordinary bath brush but with 
soft bristles (a little stiffer than the bristles of a baby’s 
hair brush) is used. The whole skin is thoroughly brushed 
down with it in a warm room every night, and later also 
in the morning if necessary. A large quantity of a 
whitish powder is removed from the skin. This powder 
consists mainly of horny epithelium. If the somewhat 
thinned skin of an elderly person with general pruritus is 
examined with a lens small refractive areas are seen 
glistening over the surface. Some of these may be semi- 
detached as a scale, others with edges separating and 
tilted up; the majority are flat and almost adherent. 
Fibres of the underclothing entangle these scales and the 
sense of itching is excited. The flesh brush removes the 
scales and cures the patient. 

I do not know of any textbook in which this treatment 
is described. I have personally described it to many 
colleagues, who report to me its successes, and am publish- 
ing this note in the hope that it will prove of equal value to 
others as it has been to me in the treatment of these 
distressing if not serious cases. 

A, Wixxetrirep WituiaMs, M.B., C.M., D.P.H., 


Brighton. Dermatologist, Royal Sussex County Hospital, ete. 





POISONING BY BITTERSWEET (SOZANUM 
DULCAMARA). 
A soy, aged 8, was brought to us with a history of having 
eaten deadly nightshade berries ten minutes previously. 
There were no symptoms, eye or otherwise, to be noted, but 
the child was in a condition of nervous fright, owing to 
the disturbed frame of mind of his relatives. After the 
administration of ipecacuanha wine, and tickling the throat 
with a feather, a moderate amount of vomit was returned, 
mixed with what looked like broken-up raspberries. We 
obtained the plant next morning, with green and ripe red 
berries, and forwarded it to Kew Gardens. The Director 
of the Royal Botanic Gardens most kindly furnished the 
following report. 
Poisonous Propertics. 

The plant contains the alkaloid solanin with a hot, bitter taste 
duleamarin a bitter principle, and the alkaloids solanidin and 
solanein. 

Chesnut says with reference to this plant: The berry, though its 


taste is not remarkably disagreeable, is somewhat poisonous, and it 
has been shown that an extract of the leaves is moderately so. 


-The plant has nevertheless caused some ill effect. 


According to Schimpfky the berries have been used to poison 
dogs, and the juice of the fruit acts as a poison to rabbits. 

Fluckiger and Hanbury, in their Pharmacogruphia, make this 
statement with reference to dulcamara: Dulcamara is occasionally 
given in the form of decoction, in rheumatic or cutaneous affec- 
tions; but its real action, according to Garrod, is unknown. This 
physician remarks that it does not dilate the pupil or produce 
dryness of the throat like belladonna, henbane, or stramonium. 
He has given a patient three pints of the decoction per diem 


without any marked action, and has also administered as much as 
half a pound of the fresh berries with no ill effect. 
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Johnson, in his Medical Botany of North Amcrica, refers to the 


use of the plant as follows: Bittersweet, in full doses, produces a 7 


certain amount of cerebral disturbance of a narcotic character, 
together with dryness of the throat, and sometimes an erythematous 
eruption of the skin, with a tendency to diaphoresis. It has been 
employed with benefit in a variety of cutaneous eruptions, in 
muscular rheumatism, and in chronic bronchial and pulmonary 
affections, 

Lehmann states that it is a narcotic poison when given in large 
doses, even causing death in rabbits. 


Jt will be seen from the above quotations that the plant 
is not a violent poison, and yet ill effects are probably 
produced by it under some conditions. 

Joun Rerp, M.D., D.P.H. 

Ashford, Middlesex. Joun Kennepy, M.B., F.R.C.S.I. 
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Reports of Societies. 


THE CINCHONA ALKALOIDS IN MALARIA. 


A MEETING of the Royal Society of Tropical Medicine and 
Hygiene was held on January 15th; the President, Sir 





Percy Bassett-Smitru, K.C.B., was in the chair. Lieut.- 
Colonel A. T, Gace, C.I.E., I.M.S., librarian of the 


Linnean Society, read a paper entitled ‘‘ A note from a 
cultural and commercial point of view on the use of 
cinchona alkaloids in the treatment of malaria.” 

Colonel Gage opened with an account of the commercial 
history of the production of cinchona bark and of cinchona 
alkaloids. The therapeutic properties of cinchona bark were 
discovered in 1638, and the reckless exploitation of the 
native trees led within a century to a shortness of supply of 
Cinchona officinalis in the Loja region of Ecuador, which 
was the original source of bark. Other sources of bark along 
the chain of the Andes were sought, but all valuable 
species tended to be rapidly exterminated by the native 
collectors. By the middle of the nineteenth century there 
was a serious shortage of bark, and the British and Dutch 
governments were compelled to introduce the cultivation of 
cinchona into their eastern dominions. Plantations were 
started in India early in the sixties of last century, but 
the trees cultivated were chiefly C. succirubra, a species 
of which the bark was poor in quinine but relatively rich 
in cinchonine and cinchonidine. By this date, however, 
quinine was in far greater demand in medical practice 
than were the bark preparations, and hence the serious 
shortage of quinine continued. The Secretary of State 
for India therefore ordered in 1865 that medical com- 
missions should be appointed to determine the relative 
therapeutic efficiency of quinine as compared with the 
other cinchona alkaloids. The Madras Commission observed 
the results of treatment of about 3,600 cases, and concluded 
that ordinary quinine sulphate, chemically pure quinine 
sulphate, and quinidine sulphate possessed equal febrifugal 
power; that cinchonidine sulphate was only slightly less effi- 
cacious, and that cinchonine sulphate, though considerably 
inferior to the other alkaloids, was, notwithstanding, a valu- 
able remedial agent in fever. Practically similar conclusions 
were reported by the other two commissions. These reports 
resulted in semi-official encouragement being given to the 
use of the alkaloids other than quinine, with the idea of 
substituting a cheaper product for the more expensive one, 
The inevitable consequence followed: the other alkaloids 
soared in price, and by 1875 had become more expensive 
than quinine. A policy of using mixed alkaloids was there- 
fore adopted, and in 1874 cinchona febrifuge, a mixture of 
the total alkaloids of C. suecirubra, began to be manu- 
factured, and from then till 1887 was the sole product of 
the Indian factories. The policy of replacing C. succi- 
ruvra on the plantations by species yielding higher quanti- 
ties of quinine had been adopted, but it was not until 
1887 that it was possible to manufacture quinine in India, 
Meanwhile the vast extension of cinchona cultivation in 
Java, India, and Ceylon had resulted in a production of 
quinine, not indeed adequate to the world’s real need for 
it, but far in excess of the commercial demand. The price 
of quinine fell from £1 an ounce in 1878 to less than £1 
a pound in 1890. This huge fall in the price of quinine 
almost killed the demand for the less attractive cinchona 





febrifuge. The annual sale of the latter from the Bengal 
factory fell from 11,000 Ib. in 1881 to a little over 
1,600 Ib. in 1912. Meanwhile the constitution of the 
cinchona febrifuge had been altered; before 1903 it repre- 
sented the mixed alkaloids of C. succirubra, but after this 
date it represented a mixture of the residual alkaloids re- 
maining after extraction of quinine from the barks of 
C. ledgeriana and its hybrid with C. succirubra, a certain 
amount of quinine being added to make it approximately 
similar to the original cinchona febrifuge. In 1913 an 
agreement was reached between cinchona planters to limit 
the supplies of bark, but the whole situation was changed 
by the war, which increased enormously the demand for 
quinine and forced up prices. This rise in price led to 
an increased demand for cinchona febrifuge. 

The problem to-day was twofold. There was a relatively 
small population exposed to malaria and wealthy enough to 
pay for the best possible antimalarial remedy. On the 
other hand, there were large populations living in extreme 
poverty which were continuously exposed to malarial infec- 
tions; for the relief of these the essential problem was to 
supply the greatest amount of efficient drug at the cheapest 
possible price. This latter class included the overwhelming 
majority of sufferers from malaria. About 90 per cent. of 
the world’s supply of quinine came from Java, and was the 
product almost exclusively of C. ledgeriana and its hybrid 
with C. succirubra; these trees, moreover, were steadily 
replacing other species in India. In these two species 
quinine amounted to about one-half of the total alkaloids, 
and therefore quinine was much the most abundant cin- 
chona alkaloid available. The other alkaloids at present 
might be cheaper, but their price would rise rapidly as 
soon as there was an increased demand. Any attempt to 
replace quinine by other alkaloids on a large scale would 
lead to serious economic consequences, for the supply of the 
alternative alkaloids would remain completely inadequate 
for many years until the cinchona plantations could be re- 
organized to meet the new demand. There was no reason, 
however, why the use of quinine should not be supple- 
mented, and this might be effected by reverting to the 
cultivation of C. succirubra, and using its mixed alkaloids 
to form the original cinchona febrifuge. This species was 
robust, and yielded more bark than other species. If the 
alleviattve campaign against malaria was to be continued 
and extended on a scalo commensurate with the wide- 
spread foci of disease, two things seemed desirable: a much 
greater supply of therapeutic munitions at a much cheaper 
rate than at present available, and a great development of 
arrangements for placing those munitions within easy reach 
of the attacked. 

Lieut.-Colonel Crayton A. Lang, I.M.S. (ret.), read a 
paper on certain aspects of the use of cinchona and its alka- 
loids in the treatment of malaria. He discussed the known 
facts concerning the absorption, distribution in the body, 
destruction, and excretion of quinine, and pointed out that 
they were completely ignorant of the way in which quinine 
caused the disappearance of malaria parasites from the 
blood. This action might be produced by quinine or by 
some metabolite of quinine. It was generally assumed that 
the action was exerted on the parasite in the extra- 
corpuscular stage, but no real evidence existed for this 
assumption. The recent work of Rieux tended to prove 
that quinine acts on the parasite in the intracorpuscular 
stage. Their present ignorance of the elementary phar- 
macological facts as to the mode of action of quinine upon 
malarial parasites in the blood was a serious handicap, for 
such knowledge was essential in order to work out the most 
efficient method of administering the drug. As regards the 
choice of preparation of quinine for oral administration, 
it appeared that insoluble salts were absorbed as rapidly 
as soluble salts. There was a general belief that many 
varieties of tablets failed to disintegrate in the alimentary 
canal, and French writers had suggested that the sugar 
coating was in some way responsible for this insolubility. 
The value of intramuscular injections was a very vexed 
question. MacGilchrist’s experiments on animals had 
proved that intramuscular injections caused a certain 
amount of destruction of muscle tissue, but clinical reports 
differed very greatly. The work of Seguin upon cases of 
general paralysis infected with malaria showed that it was 
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easy to eradicate malarial infection at an early stage with 
comparatively small doses of quinine. The work of 
Stephens in Liverpool and of Anderson in Macedonia 
showed that the season had a most important influence on 
the incidence of relapses in malaria, for these were far more 
frequent in the cold season. Investigators who compared 
the relative values of different methods of treatment should 
always bear in mind this important possible source of error. 
The work of Acton seemed to show that laevo-rotatory 
quinine was a specific against P. falciparum, whilst the 
dextro-rotatory alkaloids, such as quinidine, were specific 
for P. vivax. This question required very extensive and 
careful investigation, since any attempt to replace quinine 
by quinidine would necessitate extensive replanting in the 
cinchona plantations. The aid of the biochemist was im- 
perative if progress was to be made in their knowledge as to 
the most effective manner in which the cinchona alkaloids 
could be used. 

Mr. Bernarp Howarp gave a short explanation of some 
practical difficulties associated with the preparation of 
quinine tablets. The acid salts of quinine absorbed moisture 
and formed a strongly acid solution; hence tablets of these 
salts must be given a moisture-proof covering. Tablets 
coated with pure sugar became discoloured very readily. 
The proposal to return to the use of mixed alkaloids was 
a retrograde step from the point of view of the chemist. 
It was almost impossible to fix a standard for the mixed 
alkaloids, and therefore, if the proposal was generally 
adopted, the danger of adulteration would be increased 
greatly. 

Professor SWELLENGREBEL of Amsterdam mentioned that in 
Italy he had discovered quinine tablets with an insoluble 
coating. The intramuscular use of quinine had been tried 
very extensively in Russia, where it was used as a routine 
in order to economize quinine. Dutch experience had 
shown that malaria produced in general paralysis could 
always be cured by quinine, even when the patient had been 
allowed to have as many as twenty attacks of fever. 

Sir Davip Pratn had been interested in all sides of the 
cinchona problem, and since he had been responsible for the 
production of the drugs, as well as their use, he had been 
keenly interested in their being used as efficiently as 
possible. He had always thought the amorphous alkaloids 
of cinchona were very important substances, although the 
chemist was inclined to ignore them. The various changes 
made at different times in the composition of cinchona 
febrifuge had raised steadily its content of amorphous 
alkaloids, and he believed that its efficiency also had 
increased. This fact was known to missionaries and native 
druggists, who preferred the cinchona febrifuge to quinine. 

A visitor kindly explained the mystery regarding sugar- 
coated tablets. Tablets coated with pure sugar became 
discoloured very readily, but this was prevented by the 
addition of French chalk; consequently this insoluble sub- 
stance was very frequently added, in varying proportions, 
to the covering of quinine tablets. 

Sir Leonarp Rocers recalled the amazing history of the 
treatment of malaria. About 1760 Lind and Clark estab- 
lished a treatment nearly as effective as that of to-day, 
for there were records of 500 cases being treated with bark 
with only two deaths. In 1804 Dr. James Johnson went 
to India for a few weeks, and on the basis of this expe- 
rience wrote a book, which remained the standard textbook 
of tropical medicine for forty years. He taught that it was 
dangerous to give cinchona during fever, but that the 

patients should be treated with huge doses of calomel until 
salivation occurred. This treatment was followed univer- 
sally and enthusiastically. One hospital in one month used 
13,300 grains of calomel; the mortality was, of course, 
appalling. In 1837 a doctor was turned out of Calcutta 
for publishing the results of the mercurial treatment. In 
1847 Dr. Hare happened to find Lind and Clark’s old 
writings, and had the courage to revert to the use of 
cinchona during fever. He at once reduced the fever 
mortality in the Calcutta hospitals 92 per cent., and the 
rational use of cinchona was re-established. 

Dr. W. H. Marrinparz, Dr. Henry, and others took part 
in the discussion, and Colonel Gace and Colonel Crayton 


SCURVY. 


Ar a meeting of the Section of Therapeutics and Phar 
macology of the Royal Society of Medicine held on January 
13th, with the President, Professor A. J. CuarKx, in the 
chair, Dr. 8. S. Zilva and Dr. G. F. Still read papers on 
scurvy. 

Dr. S. 8. Zitva described recent progress in the study 
of experimental scurvy. He pointed out that the science of 
nutrition and diseases resulting from disordered nutrition 
had received much attention of recent years and had come 
into the province of several sciences. He proposed to 
deal with scurvy solely from the chemical point of view, 
The war had acted as an additional stimulus to the study of 
deficiency diseases, and the necessity of certain food factors 
in a diet, although suspected for nearly fifty years, had 
only been worked out in recent times. The term 
‘‘ vitamin,” introduced by Funk in the course of his work 
on beri-beri, had been extended in use to cover several 
unknown principles, and it was with reference to vitamin C 
that Dr. Zilva spoke. He said that scurvy was not 
prevalent in this country and adult scurvy was almost 
unknown, ‘Treatment had been successful before the 
discovery of the vitamin, and cases of scurvy were always 
associated with deficient diets despite the beliefs of a 
small school in an infective factor. Experiments showed 
that guinea-pigs deprived of fresh food developed scurvy 
within about fifteen days. If an antiscorbutic substance 
were added to the diet scurvy could be prevented. The 
basic diet employed in these experiments consisted of oats, 
bran, and autoclaved milk, and the antiscorbutic substances 
to be tested were added after ten to fourteen days of this 
diet, the animals being killed at the end of two months in 
positive cases and post-mortem evidence of scurvy sought 
for. The monkey also was a suitable animal, since sub- 
stances could be given in great dilution and in smaller 
quantities owing to the larger capacity of the stomach. 
Despite certain chemical methods suggested for testing anti- 
scorbutic substances, such as the reduction of ammoniacal 
solutions of silver nitrate in the cold, biological 
methods still remained the only trustworthy tests of anti- 
scorbutic properties. Certain facts discovered by the 
examination of various substances for the presence or 
otherwise of these properties were of great practical im- 
portance. Experiments showed that when seeds germinated 
they acquired antiscorbutic properties; in the malting of 
barley, for example, these properties could be shown to be 
present early in the process of ‘‘ steeping ”’ before germina- 
tion was visible to the naked eye. The chemistry of the 
antiscorbutic factor was fraught with difficulties: chemical 
isolation tended to produce more impurities than vitamin. 
Notwithstanding this, certain important facts as to the 
physical and chemical properties of this food factor had 
been ascertained. When antiscorbutic solutions were 
stored under ordinary conditions they lost this property. 
This was shown to be due to oxidative changes. Heating 
antiscorbutic solutions to over 100°C, failed to destroy 
their potency in the absence of air. Active solutions had 
been inactivated by the use of hydrogen peroxide, by the 
ozone produced by exposure to ultra-violet light, and by less 
drastic oxidizing methods such as aspiration of air through 
a solution. While the latter procedure destroyed 80 to 
85 per cent. of the activity, the aspiration of carbon dioxide 
produced no such effect. It was found also that solutions 
of antiscorbutic substances were more stable in acid solu- 
tions. Solutions rendered alkaline and left for twenty-four 
hours became quite inactive, while if air were excluded no 
such inactivation occurred. These experiments were im- 
portant for they showed that the best method of storing 
antiscorbutic substances was in acid solutions in exhausted 
ampoules, and such preparations made five months ago were 
still potent. The isolation of vitamin C had been attempted, 
starting with lemon juice. This was first decitrated, the 
sugar was then removed by fermentation, and the vitamin- 
containing portion precipitated by basic lead acetate. 
Ninety grams of lemon juice solids gave rise to 0.3 gram 
of active remainder, and further work was being carried 
out on this. The chemical properties of this remainder 





Lanz replied to the points raised in the discussion. | 
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reducing agent. Ammoniacal silver nitrate was reduced in 
the cold and potassium permanganate was decolorized, but 
these reducing properties were no criterion of the anti- 
scorbutic powers of any substance. Certain physico- 
chemical properties related to adsorption, and diffusion 
had also been determined. 

Dr. G. F. Srux dealt with the clinical treatment of 
infantile scurvy. He said that the treatment of this disease 
had not been affected by the laboratory work on scurvy. Dr. 
Cheadle recognized infantile scurvy as a deficiency disease 
forty-seven years ago, and he then laid down lines of treat- 
ment which were followed to-day. Dr. Still’s own observa- 
tions extended over thirty-two years, and 134 cases had been 
seen during that period. The treatment he had adopted was 
as effective at the beginning as at the end of that series. 
In experiments on animals a vitamin-deficient diet was given 
and antiscorbutic substances added to this, but the physician 
had to change the whole diet of an infant with scurvy, and 
hence a certain amount of fallacy might enter into the 
estimation of results of treatment. It was usual to take 
the infant off the patent food on which it was generally 
being fed and to put it on to cow’s milk which had been 
heated just to the boiling point. The majority of Dr. 
Still's cases were treated with potatoes, and, speaking as a 
clinician, he suggested that the laboratory worker would 
find the potato a potent source of vitamin C. The potato 
should be baked in its skin, the central part then crumbled 
and mixed with hot milk to the consistency of a medium 
cream. Three to 4 drachms of this cream should then be 
given three or four times a day, added to the first portion of 
the feeds. The earliest sign of definite improvement was 
taken to be shown bya diminished tenderness of the limbs; in 
an infant of 9 months who was given potato cream in doses 
of 4 drachms four times a day, tenderness had definitely 
begun to disappear at the end of twenty-four hours, and it 
had ail disappeared in eight days. After three to four doses 
only of this cream marked improvement was often shown, 
but the time for total disappearance of the disease varied 
with the time after onset of the disease that treatment was 
cominenced, and blood cells might be found in the urine after 
all other signs had been absent for days. Potato cream used 
otherwise than as a temporary measure during the acute 
stages was apt to upset digestion; it was therefore not suit- 
able as a prophylactic substance. Next to potato cream, 
orange juice in doses of 2 drachms four-hourly was valuable, 
but less rapid in its action. Smaller quantities of orange 
juice would not cure acute scurvy. Grape juice was even 
less potent—the juice of four grapes twice daily failed to 
cure one case, and raw meat juice was less active still. 
Orange juice in sufficiently large doses tended to produce a 
troublesome diarrhoea. Here the laboratory worker could 
be of great assistance, for by the use of a specially prepared 
decitrated, concentrated juice which would retain its 
potency over a period of months there was not the same 
danger of exciting diarrhoea, and huge doses could be given 
in safety. To an infant of 8 months Dr. Still gave the 
equivalent of fifteen lemons in the twenty-four hours, and 
at the end of thirteen and a half hours, when only two 
doses had been given, improvement was definitely observed. 
Dealing next with the prophylaxis against scurvy, Dr. Still 
emphasized that there was only one sure method, and that 
was breast-feeding. In theory a mother whose diet was 
deficient in vitamin C might have a milk which failed to 
prevent the disease, but he had never met such a case. 
Certain patent foods were notorious in their scorbutic 
properties, principally those containing malted cereals; 
Whereas plain dried milks, on the other hand, seldom pro- 
duced scurvy. The failure to prevent scurvy when such 
patent foods were used was usually due to an inadequate 
dose of antiscorbutic substances. One teaspoonful of grape 
juice in the twenty-four hours was often useless. Even 
larger doses would fail to prevent the disease; one infant 
who developed scurvy at 10 months had been given three 
teaspoonfuls of grape juice daily from the age of 2 months. 
Raw meat juice in doses of one or two teaspoonfuls two or 
three times a day was often insufficient, and the various 
meat extracts were useless. Cow’s milk heated just to the 
boiling point seldom gave rise to scurvy, but it must be 
carefully ascertained that the milk had not been heated 





before sale. After the age of 3 months antiscorbutic sub- 

stances should be added to the diet of all artificially fed 

infants in doses of 2 drachms of fruit juice four times a day. 

While orange juice was the most popular in this country, 

tomato juice was widely recommended in America. ; 
The discussion which followed was brief. 





DIATHERMY FOR GONORRHOEA. 


A MEETING of the Section of Electro-Therapeutics of the 
Royal Society of Medicine was held on the evening of 
January 16th. The President, Dr. Srantey Metvitxe, 
made a brief reference to the death of Professor Bergonié, 
and those present stood in silence for a moment in deference 
to his memory. 

Dr. E, P. Cumpersatcn read a paper on diathermy in 
the treatment of gonorrhoea. His attention was first 
attracted to this subject in 1913, when, in the course of 
the experimental treatment of arthritis by diathermy, he 
discovered that the gonorrhoeal form was particularly 
amenable. Further work had revealed the fact that 
diathermy was an effective remedy for gonorrhoeal infec- 
tions in the testis and urethra of males and in the urethra 
and cervix of females. The gonococcus was an organism 
which was peculiarly vulnerable by heat. He thought that 
the curative effect of diathermy did not depend entirely 
upon the actual ‘‘ cooking ’’ of the organisms, but also to 
a considerable extent upon the stimulation of the tissues 
to produce antibodies. Since 1918 forty-two cases of 
gonorrhoeal arthritis had been treated, and in every case 
there followed abolition of pain, reduction of swelling, and 
increase of movement. In the absence of actual structural 
changes the joint became normal. Their cases had been 
carefully traced and results were permanent. In epididym- 
itis and orchitis the only sign remaining after three treat- 
ments was some thickening of the epididymis. Sixteen 
cases of gonorrhoeal infection of the cervix and urethra 
had been treated, and in four cases only could gonococci 
be found in the discharges after treatment. Two of these 
cases were probably reintfections, and gonococci disappeared 
from the discharges of the other two after a further course 
of treatment. After treatment of the prostate and vesicles 
of males no gonococci could be found in the prostatic fluid 
expressed by massage and any metastatic manifestations 
cleared up. Seven cases of tubo-ovarian inflammation 
known to be gonorrhoeal had been treated, first by 
diathermy to the pelvis and then later to the cervix and 
urethra. The pain and swelling were reduced in every 
case. They were still investigating the effect of diathermy 
on the anterior urethritis of males, and though the results 
were promising they were not yet able to make any definite 
claims for this form of treatment. Dr. Cumberbatch quoted 
three cases in which the effect of diathermy had been 
dramatic. One of the cases, a male aged 38 years, had 
a gonorrhoeal infection of two years’ standing, with iritis 
and infection of the plantar fascia, which completely 
crippled him. Within two months of the commencement of 
the treatment the man was able to walk seven miles. 

Dr. C. A. Rosrnson described the technique employed 
by Dr. Cumberbatch and himself. The diathermy machine 
employed was capable of having the current turned on 
gradually and not in large steps. This was important, as 
a small difference in amperage might make the difference 
between no burns and burns. The indifferent electrode 
employed was a lead belt around the pelvis, and a stand was 
used for the urethral and cervical electrodes. The cervix 
being insensitive to heat or pain extensive damage might 
be done before the patient gave any warning To obviate 
this the sensitive urethra was treated first and the current 
was turned on until the sensation of heat was just beginning 
to change to a sensation of pain. This point was reached 
when the temperature of the urethra was raised to rather 
less than 115° F., and ten minutes’ treatment of the urethra 
was permissible without producing any ill effects. For the 
subsequent treatment of the cervix one half the amperage 
was employed, as this had been found to produce a tem- 
perature of approximately 115° F. in the cervix, while the 
temperature in the rectum was about 104°F, In the 
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treatment of the prostate and vesicles a rectal electrode 
was employed and the lead belt was placed around the 
waist, the current increased until pain was produced, and 
it was then reduced slightly. Although it was impossible 
to determine by thermometry the temperature produced, 
it was estimated by analogy that the temperature in the 
prostate varied from 114° F. on the aspect near the 
electrode to 108° F. on the further aspect. He considered 
this treatment preferable to prostatic massage, which could 
only deal with organisms on the surface of the ducts. 
Testicular lesions were treated by means of lead plates 
moulded to the surface of the scrotum in place of an 
electrode. Salpingitis had been treated by the ordinary 
method of treatment of the cervix when this could be 
tolerated, and in other cases by the use of a vaginal 
electrode. No accidents had occurred in any of their cases 
in spite of the use of crude instruments and ignorance in 
the earlier work. Dr. Robinson concluded by expressing 
the hope that this method of treatment, for which he 
foresaw a great future, would not be permitted to fall 
into the hands of quacks. The various instruments 
employed were exhibited. 

Dr. Avastarr MacGrecor, Mr. J. J. Apranam, and Dr. 
Aenes Savitt had all seen the work done at St. Bartholo- 
mew’s Hospital and were convinced that it was an advance 
in treatment. 





MULTIPLE INFECTIVE ARTHRITIS. 


Ar a meeting of the Section of Balneology of the Royal 
Society of Medicine held on January 14th, with the Presi- 
dent, Dr. W. EpGecompg, in the chair, a paper was read by 
Dr. Vincent Coates on clinical types of so-called multiple 
infective arthritis. 

Dr. Coates said that the object of his paper was to 
attempt a simple elastic grouping of certain forms of 
arthritis whose etiology was, as yet, little understood— 
namely, (1) periarticular fibrositis, bursitis, and synovitis, 
(2) atrophic arthritis, (3) multiple non-specific arthritis, 
(4) menopausal, and (5) villous arthritis. After a brief 
reference to the first group, which only rarely came within 
the scope of his paper, the speaker passed to the group 
described as ‘‘ atrophic arthritis’’—a description he pre- 
ferred to its synonyms, ‘‘ true rheumatoid arthritis,’ “‘ the 
Poncet type,” etc. The salient features of the type were: 


(1) It was of obscure origin and almost confined to young 
females. 

(2) No obvious infective foci were to be found either in the 
teeth, tonsils, intestine, or urinary system. 

(3) Atrophy was conspicuous in the bones in relation to the 
joints, the muscles, and skin. 

4) In well established cases the joints presented a fusiform 
enlargement and were symmetrically affected. There was a 
tendency for the smaller joints to be first affected, and there 
was often glandular enlargement out of all proportion to the 
joint lesions. 

(5) A general metabolic disturbance comprising nervous appre- 
hension, sweating, tachycardia, pigmentation, and _ trophic 
changes. 

(6) Secondary anaemia, sometimes with a relative or absolute 
lymphocytosis. 

7) Lowered resistance of mucous membranes to infection. 

5} Various biochemical anomalies, such as absent or deficient 
free HCl in gastric juice, decreased sugar tolerance, and lowered 
basal metabolic rate. In view of this it was probable that 
further biochemical research on these cases might prove more 
fruitful than bacteriological investigation. 


Multiple non-specific arthritis simulated the atrophic 
type, but showed the following points of difference : 


(1) The origin was not always obscure, and the sex distribu- 
tion more nearly equal; also it was not confined to young 
adults. 

(2) Infective foci were often found, and their removal 
improved the prognosis. 

x} Atrophy, though present, was not conspicuous. 

4) The joint lesions lacked symmetry, and the glandular 
enlargement, if present, was in proportion to the heat and 
swelling of the joint. 

(5) Signs of metabolic disturbance were slight or absent. 

(6) The secondary anaemia was accompanied by a polymorpho- 
nuclear leucocytosis at some stage in the disease. 





(7) Mucous membranes not so liable to infection. 

(8) The biochemical anomalies were less constant. This group 
was not so definite as the last, but probably included many 
types of joint disease. 

Menopausal arthritis (the hypoglandular arthritis of the 
French) occurred in women of 45 to 55, and occasionally 
even at a later age. Patients suffering from menopausal 
arthritis presented coarse synovial crepitation, usually in 
the knees, or villous arthritis. Trauma, increase of weight, 
and vascular degeneration probably played an important 
part, but the role of infection was less apparent. The 
condition of dry synovitis might develop osseous changes 
or villous fringes, ending in a condition of osteo-arthritis. 

Villous arthritis, in the speaker’s opinion, was a reaction 
to trauma, sepsis, or endocrine disorder, and osteo-arthritis 
subsequent to infection or villous arthritis should be 
tabulated under those disorders. Dr. Coates went on to 
compare the clinical types of arthritis with those recog- 
nized by Strangeways! as a result of post-mortem examina- 
tions. He concluded that (1) the two atrophic types were 
the same; (2) Strangeways’s adhesive type was probably 
‘“‘ multiple infective arthritis’; (3) his ‘“‘ dry ’’? type was 
probably early ‘‘menopausal arthritis’’; (4) his ‘‘capsular” 
type was possibly a stage of ‘‘ menopausal arthritis ’’; and 
(5) his “‘ villous ’’ type was that described by the speaker. 

A discussion followed, in which Dr. C. W. Buckuiey, Dr. 
H. A. Exxis, Dr. Georrrey Houmes, and others took part. 


OPERATIONS IN RELATION TO DIABETES. 
Ata meeting of the Liverpool Medical Institution on 
January 8th Dr. R. J. Mrynirr read a paper on some 
toxic conditions following ether anaesthesia and_ their 
successful treatment. 

Dr. Minnitt described the symptoms after ether anaes- 
thesia in the non-diabetic case as being less than, but com- 
parable with, those occurring in the diabetic. A definite 
relationship existed between the hyperglycaemia associated 
with ether anaesthesia and the toxic symptoms which 
followed. He suggested that treatment for these should be 
upon the lines found so successful in the case of the 
diabetic, and drew the following conclusions from eight out 
of about thirty selected cases, graphic records of which were 
displayed : 

1. That there is a definite rise in blood sugar varying with the 
length of anaesthesia. 

2. That in the case where the blood sugar falls at the conclusion 
of the anaesthesia to approximately normal, and does not rise 
again, the patient suffers little, if at all, from toxic symptoms, 
such as vomiting, pallor, or acidosis. 

3. In the sugar tolerance test performed upon a case before 
and after anaesthesia the blood sugar curve is so altered as to 
show that the efficiency of the pancreas is impaired. 

4. Patients who exhibit toxic symptoms after anaesthesia have 
a simultaneous secondary rise in blood sugar. 

5. Following the administration of insulin to patients with these 
toxic symptoms, when the blood sugar is reduced they recover. 

6. The administration of insulin may have to be prolonged until 
the blood sugar is reduced, for it is not until then that improve- 
ment takes place. 

7. The administration of insulin at the end of ether anaesthesia 
can mitigate the toxic symptoms or prevent them before they arise. 

[Two graphic records of the slides shown are reproduced ; 
one illustrates the results of the sugar tolerance test, and 
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Fic. 2.—Glucose tolerance before and 
after operation for double hernia. 


Fic. 1.—Post - anaesthetic 
hyperglycaemia and toxic 
symptoms reduced by insulin. 
the other indicates the secondary rise in blood sugar after 
an anaesthetic, and the subsequent fall, with amelioration 
of symptoms, when insulin is administered. This research 


1 Proc. Roy. Soc. Med., November 12th to 14th, 1923. 
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work is being continued and will be published fully at a 
later date. ] 

Dr. H. S. Pemserron discussed the action of ether in 
producing hyperglycaemia of a maintained type. As Dr. 
Minnitt had shown, the carbohydrate tolerance was con- 
siderably diminished, so that the action of ether was prob- 
ably not only glycogenolytic but was also directed against 
the islet tissue of the pancreas. 

Mr. R. E. Kenty and Dr. J. C. Marrnews read a short 
note on the beneficial effects of insulin in diabetics requiring 
operations. Details of eight cases were given in which, 
before and after operation, the carbohydrate metabolism had 
been rendered more or less normal by the use of insulin. 
Of six patients with diabetic gangrene, four required ampu- 
tation through the thigh, one patient with carcinoma of the 
breast, and there was one case of plastic operation on the 
face. No deaths occurred in the series. They considered 
that insulin made the operations safer, and that it certainly 
caused relief in the pain due to gangrene. They were also 
of opinion that under insulin treatment gangrene pro- 
gressed much more slowly, and was consequently of a much 
drier type. The dosage of insulin must vary with the type 
of case; the difficulty of determining the dose of insulin 
immediately after the operation could be overcome by the 
examination of frequent catheter specimens or urine for 
sugar. 

Radiology of the Stomach and Duodenum. 

Dr. R. EF. Rorerts read a paper on the diagnostic value 
of & rays in the examination of the stomach and duodenum. 
This was based on a survey of 319 consecutive cases in which 
the stomach and duodenum had been subsequently examined 
by the surgeon on the operating table. The direct and 
indirect evidence on which the radiological diagnoses were 
made was briefly indicated, the various points heing illus- 
trated by lantern slides. Of 47 cases giving radiologically 
normal findings only 2 showed any lesion at operation; in 
both cases the lesion was situated at the cardiac end of the 
stomach. In 54 cases where the surgeon found no lesion at 
operation, 9 had shown abnormal @-ray findings. 
tions as to the possible explanation of these discrepancies 
were put forward. In 250 cases where a gastric or duodenal 
lesion was found at operation the pre-operative radiological 
findings could be arranged in tabular form as follows: 
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Diagnostic x-ray evidence of the lesions found at operation 
had thus been obtained in 232 (92.8 per cent.) of the 250 
vases; 14 (5.6 per cent.) showed evidence which was not 
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diagnostic; whilst only 4 (1.6 per cent.) showed no a-ray 
evidence at all of abnormality of appearance or function 
of stomach or duodenum. 

Mr. Frank JEANs condemned opening the stomach, a 
procedure which might produce an ulcer not present 
before. He laid stress on a method of handling a doubtful 
portion of stomach or duodenum between the finger and 
thumb; this did no harm to the normal stomach, but pro- 
duced minute ecchymosis on the peritoneum overlying 
an ulcer which could not be felt. The appearance was 
** Cayenne pepper on an oyster base ”’; it was a character- 
istic and a very helpful sign. 

Dr. E. I, Serigés had published a series some years ago 
in which the clinical diagnosis was compared, first, with the 
diagnosis made after scieatific examination—chemical, 


bacteriological, and radiological; and secondly, with the . 


ultimate diagnosis arrived at by operation or the sub- 
sequent development of the case. The scientific examina- 
tion altered, added to, or modified the clinical diagnosis 
in more than half the cases. There were eight cases, just 
over 1 per cent., in which the diagnosis after scientific 
examination, including the use of z rays, proved to be in 
error, but in all of these the advice given—namely, an 
exploratory operation—had proved to be wise. He and 
Mr. Marxer agreed that irregularities on the greater 
border, particularly near the cardiac end, sometimes gave 
rise to difficulty, which, however, generally disappeared 
on re-examination. The alteration of function was espe- 
cially noticeable near the pylorus if carefully observed, 
particularly, as Dr. Roberts had mentioned, an arrest of 
the peristaltic wave. He thought that direct evidence 
of lesion in the pyloric and duodenal regions would be 
obtained in a larger proportion of cases if patients were 
repeatedly examined in the prone position at different 
angles of rotation. 





SCOPOLAMINE-MORPHINE NARCOSIS. 
A cLINicaL meeting of the Newport Medical Society was 
held at the Roval Gwent Hospital on December 17th, 1924, 
with the President, Mr. R. J. Courter, in the chair. 

Dr. Rurvs C. Tuomas read a paper on scopolamine- 
morphine narcosis, popularly known as “ twilight sleep.”’ 
After giving a short history of the earlier work done, the 
technique recommended by Gauss was outlined, together 
with his own method of applying the memory test, which 
was characterized by him as being the essential feature in 
the success of the method. The effects of scopolamine- 
morphine on uterine contractions and the question of 
oligopnoea were dealt with, and the advantages of 
scopolamine-morphine narcosis over chloroform as an anaes- 
thetic in labour pointed out. Dr. Thomas said that oligo- 
pnoea and post-partum haemorrhage were not encountered 
in any of his cases, and should not be feared provided that 
morphine was given only in the first dose and that the 
memory test was rigidly applied all through the labour, thus 
avoiding overdosage. The absence of shock to the mother 
during a prolonged labour was remarkable, and he put 
forward the suggestion that as the scopolamine circulated 
in the foetal blood also, the same anti-shock effect must 
also be credited in favour of the child, thus minimizing 
the danger to the child of shock during a prolonged labour, 
which he thought was undoubtedly a cause of death, either 
during or soon after labour, in many instances. In con- 
clusion, he maintained that scopolamime-morphine narcosis 
was still not given its proper recognition. He attributed 
this to the many failures recorded, which he thought were 
due to Gauss’s technique not being rigidly followed. By 
using the technique as outlined the mother had no idea 
that labour had been completed, and no harm was done to 
mother or child. 

During the discussion which followed questions were 
raised as to the use of chloroform during scopolamine- 
morphine nh&reosis, the use of forceps, the question of 
version, the indications of danger to the mother from over- 
dosage, and the occurrence of oligopnoea. To these Dr. 
Thomas replied that chloroform was not needed in ordinary 
cases, but might be required in cases of internal version er 
high forceps extraction, but then only in very smal) 
amount; that forceps could be applied without chloroform 
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in most instances; and that the danger of oligopnoea and 
post-partum haemorrhage were securely guarded against 
by the rigid use of the memory test, which also avoided 
overdose. At the same time he urged the great advantage 
of the method in cases of contracted pelvis, where a much 
longer time was required for the moulding of the head. 
In the ordinary way a labour such as this would be 
punctuated by continual requests on the part of both 
patient and friends to terminate the labour owing to their 
alarm at its long duration. Under scopolamine-morphine 
narcosis the patient did not suffer, and the labour could 
pursue a natural course without interference until the child 
was born, 


Drs. Boyp and Canpy showed a case of spleno-medullary 
leukaemia in a girl of 20 years. There was a history of 
five years’ duration; anaemia was marked, and the spleen 
was enlarged to below the umbilicus. The case was making 
excellent progress under z-ray applications to the spleen 
and to the long bones. The red cells had shown an increase 
from two million to four and a half million, the leucocytes 
were showing a hopeful reduction, and the spleen was 
reduced in size. They hoped to report further progress to 
the society. They also showed a case of eventration of the 
diaphragm on the left side in a man of 45 years. X-ray 
examination had revealed that the stomach was displaced 
upwards with the lesser curvature alongside the border of 
the left ventricle of the heart. There were no gastric 
symptoms, and the condition was discovered accidentally 
during z-ray examination of the lungs for pulmonary 
symptoms, 

Dr. T. Morrett Toomas showed a specimen of the lower 
end of ileum, caecum, ascending colon, and a few inches of 
the transverse colon, with a stricture at the hepatic flexure, 
which he had removed from a patient with chronic intes- 
tinal obstruction. The condition seemed malignant, but 
pathological examination by Dr. Catto showed it to be 
tuberculous. Dr. Thomas laid stress upon the good results 
he had obtained in these cases by the double operation—the 
first to short-circuit the portion of bowel affected, and the 
second, about fourteen days afterwards, to remove the 
affected portion. 

Dr. P. C. P. Incram showed a case of a very rare skin 
condition, which he described as epidermolysis bullosa. 





STREPTOTRICHOSIS OF SMALL INTESTINE. 
Ar a meeting of the Section of Pathology of the Royal 
Academy of Medicine in Ireland held on December 5th, 
1624, with the President, Dr. J. T. WicHam, in the chair, 
Sir Wrii11am WHEELER described a case of streptotrichosis 
of the duodenum and jejunum, and Dr. T. T. O’Farre.n 
demonstrated the specimens. The patient was a painter, 
aged 40; he had been ill for about four months, with vague 
abdominal pains, a temperature ranging from 99° to 101°F., 
loss of weight, loss of appetite, and gastric stasis. No hydro- 
chloric acid was present in the gastric juice. There was 
tenderness and some rigidity over a wide area above the 
imbilicus. At one time during the four months his medical 
attendant noticed jaundice and found bile in the urine, but 
this symptom was very transitory. Shortly after admission 
to hospital the patient had a severe haematemesis. 

The Prestpent thought the green colouring on the speci- 
men must be due to bile, but in any case necrotic tissue in 
the lower part of the jejunum would show green colouring. 
The sharp line of division between the healthy and the 
affected parts showed that, though very serious injury had 
been done, the influence of the infection was strictly limited. 
An interesting feature of the case was the absence of any 
pus production. 

Dr. J. W. Biceer drew attention to the rarity of cases 
of streptothrix infection in Ireland: he had never seen a 
case like the one described. He thought that the strepto- 
thrix was usually a more spreading type of organism, which 
did not localize itself in granular form. He would not 
classify all such organisms as actinomyces, preferring to 
confine this term to organisms which grew in granular 
formation and produced clubs. It was interesting to note 
that this condition was not peculiar'to people working with 
grain-~a view which had been held for some time. 





Cryptogenetic Cerebral Haemorrhage. 

Dr. V. M. Synce showed specimens from a case of crypto- 
genetic haemorrhage into the brain occurring in a boy 
aged 17. 

Seven weeks before his death the patient had received a blow 
frcm a cabbage stalk on the right temple. Three days later he 
complained of frontal headache and vomited; after being in 
hospital for two weeks he went back to work, apparently well. 
A week later the headache and vomiting recurred, and he became 
stupid and drowsy. The day before his death he had several fits 
and very severe headache, the right arm and leg became spastic, 
a semi-comatose condition developed, and the temperature rose to 
101°. In the evening the left arm was completely paralysed, the 
right arm party paralysed, and both legs spastic, especially the 
right. No injury to the skin or subcutaneous tissues of the scalp 
was found; there was no fracture of the skull, the dura was normal, 
and there was no laceration of the surface of the brain. A large 
haemorrhage external to the right internal capsule in the substance 
of the brain was accompanied by a large area of softening. This 
area of softening had opened into the anterior horn of the lateral 
ventricle, and both lateral ventricles contained recent blood. 
A recent haemorrhage also extended outwards from the area of 
softening to the Sylvian fissure, and there was recent haemorrhage 
on the under surface of the frontal lobes and base of the brain. 
The heart, blood vessels, spleen, and lungs appeared healthy; there 
was no sign of syphilis, and no haemorrhages elsewhere in the 
body. Sections of the brain showed oedema of the brain sub- 
stance and haemorrhages round the small vessels. There was no 
sign of vascular disease or of tumour. The heart muscle showed 
some granular degeneration of the fibres, and the liver and 
kidneys slight parenchymatous changes. 


The PrestpENnt suggested that there had been originally a 
congenital malformation of vessels, which might, with very 
slightly increased pressure, rupture. The appearance of the 
sections was striking, as there was blood round all the 
capillaries—apparently the result of the first haemorrhage, 
as the cells were mostly decolorized. 

Sir W. Wuee er drew attention to the increasingly large 
number of haemorrhages into the brain which occurred in 
young children, both intradural and extradural. Recently 
he had seen in hospital a child, aged 9 years, who was stated 
to have fallen but did not seem to have been hurt, and later, 
passing into a state apparently due to cerebral compression, 
became comatose and died. At the necropsy extradural 
haemorrhage from a ruptured middle meningeal artery was 
found. 

Dr. O’Farreit referred to a case of acute lymphatic 
leukaemia, in which the cause of death had been cerebral 
haemorrhage. The condition in this case, however, was 
mainly inflammatory. In these cases it was necessary to 
exclude the possibility of a tumour, leukaemia, or a 
syphilitic endarteritis. 

Dr. SyNGE, in reply, said there had been no history of 
previous brain trouble in his case. He thought it would 
be impossible to exclude definitely a brain tumour, but 
in the majority of these cases no trace of tumour was 
found. He had only seen the patient the night before 
death and so had no opportunity to get the blood examined, 
but the spleen was perfectly normal and there was no 
glandular enlargement. There was some granular degenera- 
tion in the heart muscle. 


Double Congenital Cystic Kidney. 

Dr. D. Dovéxias showed a specimen of double congenital 
cystic kidney in a stillborn child. The mother stated 
that this was her second child, and that the first had been 
similar. In this case the thymus was larger, the heart 
normal, and the lungs small and contracted; there was a 
certain amount of hydrocephalus, and the kidneys were 
enormous, 

Dr. Syxce thought that in the majority of cases of 
cystic kidney cysts were found in the liver also; this 
would dispose of any embryological explanation of the 
condition, 

Dr. C. M. Wesr had had a somewhat similar case sent 
to him from the Rotunda Hospital which he was now 
investigating. In his case, however, only one kidney— 
the right—was cystic, and the ureter was-as large as the 
aorta. The bladder extended up to the umbilicus, to 
which its apex was adherent. It seemed to him to be a 
case of cystic kidney combined with hydronephrosis, and 
he thought the condition was due to obstruction of the 
urethra. 
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Dr. O’Farrexy referred to a case in which both kidneys 
were found to be large and almost completely cystic 
throughout, yet the patient, a man, had lived to adult 
life: in this case there was also a cystic condition of the 
liver. He thought Dr. West’s case was probably one of 
obstruction in the urethra. He referred to the difficulty 
of diagnosis in these cases; uraemia was usually the first 
evmptom discovered. 

Sir W. Wueexer said that patients suffering from con- 
genital cystic kidneys often lived to adult life. He referred 
to the want of fusion between the mesothelium and Woolfian 
duct portions of the kidney, and the classification of 
tumours adopted in the Mayo clinic. 


Cylindroma of the Cheek. 
Dr. O’Farrett showed a specimen of cylindroma of the 
cheek. 


The patient, aged 58, was admitted to St. Vincent’s Hospital 
with ‘a lump on the jaw” which he had first noticed when it 
was the size of a small pea, about ten years ago; it had been 
growing slowly since, and on one occasion had been lanced. On 
admission a hard nodular mass, about the size of a hen’s egg, 
was found on the right side of the face. The tumour involved a 
triangular area extending from the angle of the mouth to the 


root of the right ala nasi, and extended outwards and backwards. 


to within 2.5 cm. of the lobe of the right ear. The new growth 
appeared to be divided into three lobules, of which the middle 
was the largest: it was not fixed to the bone or skin but 
extended to the mucous membrane of the mouth, which at this 
point was red and swollen but not tender. Many of the teeth 
were carious, particularly upon the same side as the tumour. 
The growth was removed by operation, and the patient made an 
uninterrupted recovery. To the naked eye the specimen was an 
encapsulated tumour, measuring 5X3x4cem., it was more or 
less nodular on the surface, and at one point a cyst, about the 
size of a hazel-nut, was found. On section the tumour was 
irregularly lobulated, in places somewhat spongy, but on the 
whole it was firm. It was composed of polyhedral cells collected 
into irregular masses, occasionally showing tendency to the forma- 
tiou of pseudo-acini, but for the most part the cells were arranged 
in columns, ihe centre of each column being in a condition of 
hyaline degeneration. Many small cysts, formed by dilated 
lymphatics, were found throughout the section. The specimen 
could be described as a cylindroma or a lymphoangeio-endothe- 
lioma with hyaline degeneration. 


The Presipent thought these tumours were usually con- 
nected in some way with the parotid gland, and that they 
were really locally malignant, and likely to recur. Dr, 
Synce asked if Dr. Q’Farrell regarded this tumour as 
simple or malignant; under the microscope it seemed to be 
cellular in structure. Sir W. Wueexer said that if this 
tumour was malignant the prognosis was bad: he regarded 
any form of cancer of the cheek as extremely fatal. 

Dr, O’Farrett said that the tumour had no connexion 
with the parotid; he did not regard ordinary mixed 
tumours of the parotid as malignant. 





PELVIC ADENOMYOMA. 


A meetTinc of the North of England Obstetrical and 
Gynaecological Society was held at Manchester on December 
19th, 1924, Professor A. Donaxp, the President, occupying 
the chair. Specimens and cases were shown by the 
Presivent and by Drs. Biarm Bei, Fornerci, Ivens, 
Fiercuer Suaw, and Doveat; and Dr. Kennetn Barney 
read a paper on the pathology of ectopic miillerianoma, 
more commonly known as pelvic adenomyoma or chronic 
adenomyositis. 

Dr. Bailey said that there could be no doubt that the 
pelvic tumours met with in this disease were produced by 
the invasion of the various pelvic organs and peritoneal 
surface by endometrial tissue or Fallopian epithelium; 


@ and since there was a marked difference in the lesions result- 


ing from the invasion of these two tissues, he proposed to 
classify the tumours under ‘the headings of endometrial 
and Fallopian. It was noticeable that the effect of the 
invasion varied considerably with the organ affected—the 
uterine wall, for instance, reacting but slightly, while the 
ovary showed great activity and exhibited the character- 
istic stages of the lesion in their entirety. The course 
of tae endometrial type of lesion could be divided into 
six stages. In the first stage a small deposit of endo- 





metrial tissue, consisting of uterine epithelium and stroma, 
adhered to the surface of the ovary. In stage two the 
endometrium commenced to invade the ovarian tissue, 
producing a small haemorrhagic excavation or bleb, and, 
immediately beneath the surface, a pseudo-cyst containing 
active endometrium and extravasated blood. In the third 
stage a downgrowth into the ovarian stroma occurred, either 
in the form of a linear track containing a clump of active 
endometrium at its termination, or, when the invasion 
extended laterally as well, in the form of a wedge. In the 
process of invasion the glandular elements were preceded 
by masses of stroma. In the fourth stage degeneration 
commenced in the invading elements. The change was 
visible to the naked eye as a seam of chocolate-coloured fluid 
blood stretching into the ovarian tissue, and containing 
degenerated epithelial cells, phagocytes, and cellular debris. 
The fluid seemed to represent the retained product of the 
menstrual activity of the endometrium. Stage five was 
marked by the commencement of cavity formation in 
the ovarian tissue; and in stage six the ovary was trans- 
formed into a distended sac of the size of a Tangerine 
orange, containing chocolate-coloured fluid blood. In this 
stage the ovary was always found to be densely adherent 
to surrounding structures, the adhesions probably com- 
mencing around the orifice formed by the initial deposit. 
The tissue found in these blood cavities was considered to 
be endometrial because it was morphologically identical, 
had a similar function—namely, menstruation—occurring 
concurrently with menstruation in the uterine endo- 
metrium, and it could be shown on fairly strong evidence to 
be derived from the uterine cavity. Endometrial invasion 
of the uterine body from without exhibited essentially 
similar changes, limited, however, to the first three stages, 
the last stage being characterized by regressive changes in 
the misplaced endometrium. The glands became widely 
dilated and lined with cubical epithelium, were either 
empty or contained altered blood, and were surrounded 
with a thin zone of stroma exhibiting no invasive activity. 
The course of the Fallopian type of lesion was divisible into 
four stages, the first consisting in the deposition of a 
small mass of Fallopian epithelium on the surface of the 
ovary, the cells being columnar in form and ciliated. In 
the next stage invasion of the ovarian stroma commenced, 
a minute indentation lined with the invading cells being 
produced. No stromal bed was present such as occurred 
in the endometrial type. In stage three penetration of the 
ovarian stroma continued until one or more gland-like 
spaces were formed at short distances below the ovarian 
surface, lined with columnar epithelium and resting directly 
on the ovarian stroma. Rarefaction of the surroundi 

stroma was slight and resulted from extravasation o 
blood. In the fourth stage degeneration of the misplaced 
Fallopian elements commenced. Very little further pene- 
tration took place; the ovary was never deeply invaded 
and there was no excavation. Apparently the Fallopian 
epithelium was unable to invade the musculature of the 
uterine body, but evidences of such invasion were found 
beneath deposits on the ovarian ligament and wall of the 
Fallopian tube. In order to obtain evidence that the 
deposits were derived from the uterine and Fallopian 
mucous membranes Dr. Bailey examined the pelvic organs 
affected by the tumour and removed during menstruation. 
Free epithelial elements were found to be present in the 
uterine cavity and the lumen of the interstitial, isthmic, 
ampullary, and fimbrial portions of the Fallopian tube. 
Dr. Bailey suggested the name “ miillerianoma ”’ as being 


suitable for the disease. 











Ix connexion with the sixth congress of the Far Eastern 
Association of Tropical Medicine, to be held at Tokyo from 
October 18th to November 7th, special reports on the preven- 
tion of beri-beri will be contributed by delegates from various 
governments. During the first week of September the fourth 
general session of the International Conference of World Officials 
will also be held at Tokyo. 

THE twentieth Dutch Congress of National Science and 
Medicine will be held at Groningen from April 14th to 16th. 
The medical section is under the presidency of Professor 
C. F. A. Koch. 
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MONRO’S “ MEDICINE.” 


‘Auone the standard textbooks of medicine in the Eng'ish 
language Professor T. K. *Monro’s Manual of Medicine, 
now in its fifth edition’ and in its twenty-second year, has 
a deservedly established position as a clear and thoroughly 
sound book for students. It is somewhat on the lines of 
the late Dr. J. S. Bristowe’s once well known treatise, and 
differs from the textbooks of Hilton Fagge and Osler in 
showing rather less of the personal touch so characteristic 
of these works, though there are footnotes to some of the 
eponymous diseases, such as Huntington’s chorea, Parkin- 
son’s disease, and Graves’s disease, giving dates or other 
brief information; as might be expected from such a famous 
bibliophile of Sir Thomas Browne, there is a reference to 
the Knight of Norwich in a footnote about malaria. 
Epidemic, or, as it is called, lethargic, encephalitis now 
appears among the specific infections, and five clinical types, 
including the myoclonic form and epidemic hiccup, are 
described; but in the brief notice of electric (Dubini’s) 
chorea later in the volume no hint of its probable identity 
with the myoclonic form is given. Brief notes on the 
subjects of tularaemia and seven-day (saku) fever also 
appear for the first time. 

The specific infections, among which rheumatic fever is 
included, occupy about a fifth of the volume, and are followed 
by the section on constitutional diseases, such as gout, 
diabetes, achondroplasia, chronic rheumatism and osteo- 
arthritis, obesity, and deficiency diseases. After this the 
various systems, beginning with the cardio-vascular, are 
dealt with; in the discussion of the pathology of angina 
pectoris, after mentioning the explanations of coronary 
obstruction, Sir Clifford Allbutt’s view of suprasigmoid 
disease of the aorta, and Professor J. A. MacWilliam’s belief 
in ventricular fibrillation, the author adopts as a working 
hypothesis the late Sir William Broadbent’s conception that 
angina is a defensive mechanism against excessive strain, or, 
in Sir James Mackenzie’s phrase, ‘‘a reflex protective pheno- 
menon.’’ There are a number of polygraph and electro- 
cardiographic illustrations provided by Professor Monro’s 
chief assistant, Dr. George A. Allan. 

Hodgkin’s disease is placed among the diseases of the 
blood, whereas it might with perhaps more justification 
have been associated with the proved infective granulomata ; 
in a footnote it is stated that cases had been described before 
Hodgkin’s paper in 1832, but as in the later account of 
Thomsen’s disease, in which a similar remark is made, the 
reader is tantalized by the absence of further information. 
The work of the Glasgow school is rightly mentioned in 
various places—for example, in the section on the ductless 
lands, in the references to digestion of the oesophagus 
Siving life and when discussing Gairdner’s ‘“ gastric 
‘escent.”? Dr. J. W. McNee’s recent classification of 
f\indice is adopted by his former teacher, and refer- 
ence is made to Hijmans van den Bergh’s test for 
bilirubin in the blood serum as a means of differentiating 
obstructive hepatic from other forms of jaundice. Infec- 
tious jaundice is described among the specific infections, and 
rightfy so as far as spirochaetosis icterohaemorrhagica is 
concerned, which indeed is the only form mentioned under 
the heading of infectious jaundice; but it may be suggested 
that it would be better to remove the heading and let 
spirochaetosis icterohaemorrhagica take its place, for there 
are other forms of jaundice due to infection. The new tests 
for renal efficiency are described and the diseases of the skin 
are epitomized. 

In conclusion, it may without further analysis be con- 
fidently said that this is a well written, up-to-date textbook, 
such as would be expected from an experienced and con- 
scientious teacher who knows what students need and how 
to supply them with the necessary information. 





1 Manual of Medicine. By Thomas Kirkpatrick Monro, M.A., M.D. 
Fifth editios. University Series. London: Baillitre, Tindall and Cox. 
1925. (Demy 8vo, pp. xviii + 1033; 55 figures. 25s. net.) 


ACUTE INFECTIOUS DISEASES. 
Tue reader will expect a work on Acute Infectious Discases? 
by a skilled observer, based on a quarter of a century’s 
experience in the hospitals of the Metropolitan Asylums 
Board, to be authoritative; and the reader will not be 
disappointed. Dr. J. D. RotiEston deals only with thoso 
diseases which are mainly or exclusively treated in isolation 
hospitals, so that what is said as to symptoms, treatment, 
prognosis, and so forth is the outcome of personal observa- 
tion and study. Cerebro-spinal fever is the only disease 
discussed of the group of infections especially associated with 
the central nervous system; but whooping-cough, Vincent’s 
angina, mumps, rubella, the so-called ‘‘ fourth disease,”’ 
and erythema infectiosum are all included. In the typhoid 
group the three paratyphoid fevers A, B, and C are briefly 
discussed in relation to their bacteriology, clinical features, 
and course. In dealing with typhoid fever itself, Dr. 
Rolleston refers to the experience of Jenner and Murchison, 
that diarrhoea characterized the great majority of cases, 
whereas in the present day, though the stools are loose 
with the pea-soup character, yet constipation is the rule 
except in severe cases, an enema being required every other 
day. The author considers that in most cases relapse in 
typhoid is probably not due to reinfection, but to a 
mobilization of the typhoid bacilli, which have remained 
inactive in the gall bladder or elsewhere, but return to the 
blood stream and then reinvade the intestine. That being 
so, then on the whole “ mild attacks are more likely to be 
followed by relapses than are severe attacks, which seem 
to confer a greater degree of immunity upon the patient.’’. 
Concerning the occurrence of the disease in the inoculated, 
he has found that the attack is generally much milder, 
shorter, and uncomplicated. Regarding small-pox, Dr. 
Rolleston makes one statement on a matter of great prac- 
tical importance, which he would do well to reconsider. He 
writes, ‘‘ The small-pox patient is infectious in all stages 
of the disease, even in the incubation period, before any 
symptoms have appeared.’”? But the whole policy of sur- 
veillance of contacts is based on the view that in the purely 
incubation stage, before the primary fever has begun, the 
case is not infectious, and a man may be allowed to follow 
his employment until the period of invasion approaches, 
the date of exposure to infection being known. In reading 
Dr. Rolleston’s excellent handbook this is the only point 
where we have found occasion for criticism, and even here 
the question arises whether the author has made his 
meaning clear, and, if so, on what experience his opinion 
rests. The work is thoroughly practical and up to date, 
and will be of the greatest use to practitioners and students, 





A TEXTBOOK OF PHYSIOLOGY. 

Tue reviewer’s first thought on handling Professor Roar’s 
Textbook of Physiology* is, Can there really be a call for 
another textbook on this subject? The medical student, 
that object of the earnest solicitude of so many writers on 
biological subjects, seems so well provided already with 
guides to the intricacies of the science of life that one more 
book, we should imagine, would go unread. But Professor 
Roaf has dealt with his subject in a rather original manner. 
He views the living body under four aspects—the 
mechanical, chemical, regulative, and reproductive. From 
the point of view of the beginner this is a welcome departure 
from methods which have become stereotyped. It leads 
here and there to some curious results, as, for instance, 
when we find in the middle of the chapter on foods a 
description of Nicol’s prism. 

We heartily agree that it is wise to deal as early as 
possible with the mechanics of the body—the maintenance 
of the erect posture, the place of the centre of gravity, and 
the dynamics of walking and of equilibration generally. It 
is annoying to fail to find anything in a textbook of physio- 
logy that would throw light on the many problems that 
have to be solved by the student of orthopaedics. Haycraft’s 





2 Acute Infectious Diseases: A Handbook for Practitioners and Students, 
By J. D. Rolleston, M.A., M.D.Oxon. ondon: William Heinemann 
(Medical Books), Ltd. 1925. (Demy 8vo, pp. vil + 376. 12s. 6d. net.) 

3A Textbook of Physiology. By H. E. Roaf, M.D.Toronto, D.Sc.Liverpool, 
M.R.C.S., L.R.C.P. London: Edward Arnold and Co. 1924. (Demy Sve. 
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excellent article in Schafer’s large work is freely drawn 
upon, with all acknowledgements. Since Part I deals with 
bio-mechanics, we find included here the haemodynamics of 
the circulation and the muscular mechanism of breathing. 
This is a new plan, but it is perfectly logical and has much 
in its favour. Here too we find, justified by the same 
principle, a discussion of the heat and electrical phenomena 
of muscle. It is clear that these things can be studied 
without any reference to their underlying chemical bases, 
and this is an example of how to do it. 

The excellence of the illustrations must be remarked on 
before any other feature of the book is noticed. There are 
525 figures, the great majority of which cannot be praised 
too highly; only one of them—the photomicrograph of a 
section of the uterus—is indistinct. Professor Roaf never 
commits the mistake of describing a piece of apparatus 
which is not figured; but we fail to see the object of 
representing in the appendix just seven pieces of apparatus 
for use in the students’ laboratory. The diagram of the 
events of the cardiac cycle on page 68 would, to some 
students, be worth the price of the book; it is certainly an 
instructional multum in parvo. 

Professor Roaf has evidently experienced the difficulty 
common to all writers on physiology of deciding how much 
histology to include. While sympathizing with the trouble 
this subject always involves, we are puzzled to understand 
why the list of methods of staining tissues should be 
inserted just where it is—towards the end rather than at 
the beginning of this part. We are disposed to think also 
that the consideration of the lymph has been postponed to 
too late a place in the book; the student cannot too 
early have a very concrete idea of the place and functions 
of the lymph in metabolism. We do not find a suffi- 
ciently full account of the functions of the cranial 
nerves. The physiology of these nerves is of the highest 
consequence to the student, far higher than the illusion of 
Zillner’s lines or of haploscopic vision. The subject of 
voice and speech is treated very briefly, and the vexed 
question of a speech centre is not wrestled with; and we have 
sought in vain for any reference to aphasia, anarthria, 
agraphia, and alexia. The omission of any reference to the 
muscular sense (kinaesthesia) is also unfortunate, and we 
would have welcomed much more on sleep and its relations 
to types of insomnia, 





THE LITERATURE OF PHARMACOLOGY. 

Tue second half of the second volume of HeErFrreEr’s 
handbook of experimental pharmacology* contains 1,400 
pages; the first half of the second volume contained 600 
pages and the first volume 1,300 pages, and the work is 
to be completed in three volumes. These figures give an 
idea of the scale of this work, which aims at being an 
encyclopaedia of pharmacology, and seeks to give an 
account of practically all the work that has been done in 
this subject. The book is international in character, for 
it was planned before the war, and scientists from most 
European countries have contributed. The following are 
the most important articles in the second half of the second 
volume, which is the portion under review. 

Professor Cushny of Edinburgh contributes articles on 
atropine and ergot. Professors Dixon and Ransom have 
written five sections dealing with a large number of drugs, 
the most important of which are nicotine, pilocarpine, and 
physostigmine. Professor Starkenstein of Prague has 
written a monograph of 300 pages on the opium alkaloids, 
and gives a very full account of their chemistry and 
pharmacology. 

The article upon adrenaline and allied bases, by Professor 
Paul Trendelenburg (150 pages), contains a very complete 
account of all the work that has been done upon the 
pharmacological action of these substances. Very little 
is said about the endocrine action of the suprarenal bodies, 
which alone is an enormous subject; but, even with this side 
of the preblem in large measure omitted, the papers to 
which references are given number nearly 2,000. 

Professor W. Straub of Munich has written 100 pages on 
the pharmacological action of the digitalis glucosides and 
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4 Handbuch der experimentellen Pharmakologiec. — 


A. Heffter. Second volume, second half. Berlin: Julius Springer. 
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their allies. He has paid special attention to the action 
of these substances on the heart of the frog, and his 
analysis of the subject is illustrated chiefly from experi- 
ments of his own. The subject is treated strictly from 
the pharmacological standpoint, and consequently little is 
said about the action of digitalis on diseased tissues. 

Other noteworthy articles are two by Professor R. Magnus 
of Utrecht upon purgatives and one by Professor E. S. 
Faust upon animal poisons. The volume contains also 
shorter articles dealing with cannabis indica, hydrastis, 
phlorhizin, saponins, bitters, tannins, and filix mas. 

This summary shows that many of the most important 
drugs used in therapeutics are here dealt with. A general 
survey of the book creates chiefly a feeling of surprise at 
the enormous amount of pharmacological work that has 
been done during the last fifty years. The total number 
of references given must number nearly 15,000, and this in 
spite of the fact that most of the writers have confined 
themselves to the chemical and pharmacological aspect of 
the problems dealt with, and have said little about the 
therapeutic uses of the drugs described. 

We cannot help feeling, however, that there is an 
awkward gap between the results of the colossal amount 
of work summarized in this volume and clinical medicine, 
for it is a long step from the action of a drug upon a 
healthy animal to its action upon the diseased human being. 
Unfortunately the reliable work that has been done to 
bridge this gap is scanty compared to the vast bulk of purely 
pharmacological research. The value of the work under 
review would have been greatly increased if more space had 
heen devoted to showing the relation between the ascer- 
tained pharmacological actions of the drugs and their 
clinical uses. An accurate knowledge of the elementary 
pharmacological actions of drugs is, of course, an essential 
foundation for the understanding of the more complex 
problems of therapeutics; but still there seems a lack of 
proportion between the large amount of research in pure 
pharmacology and the scanty evidence available concerning 
the exact mode of action of drugs in disease. Controlled 
observations are, of course, extremely difficult to make in 
clinical practice, but remarkably few observations seem to 
have been made to determine the differences in the reaction 
to drugs of healthy and diseased animals. 

The limitations of the book under review are perhaps 
unavoidable, and within its limits it will be found extremely 
useful by those who wish to obtain a full summary of the 
evidence concerning the purely pharmacological action of 
any particular drug. 





DISEASES OF CHILDREN. 
Tue volume by Professor Nosécourt of Paris, on affections 
of the respiratory apparatus,° is described as the first instal- 
ment of a series of clinical studies, intended to be comple- 
mentary to his Précis de Médecine des Enfants, which 
follows the usual lines of a systematic treatise of medicine. 
But in the present volume he does not describe types, but 
individual sick children, relating the history and detailing 
the symptoms and signs of disease observed, the diagnosis 
reached, the treatment applied, and the progress and result 
of the disease; finally, the case is discussed in relation to the 
type of disease and to certain general principles of patho- 
logy and treatment that are illustrated by this individual 
and perhaps atypical example. Laryngitis in measles; sub- 
acute and chronic bronchopneumonia and bronchiectasis in 
children; parapneumonic and metapneumonic pleurisies; 
the encephalo-meningeal reaction in pneumonia; the evolu- 
tion of pulmonary phthisis in later childhood; whooping- 
cough and tuberculosis—these are some of the twenty chapter 
headings. This is a difficult kind of medical writing, in 
which success is achieved only by an experienced physician 
and teacher. But Professor Nobécourt has both these 
qualifications ; and in this first volume he has done his work 
well, and will certainly make us look forward to a con- 
tinuation of these clinical studies. They are the ripe fruit 
of long experience. Ars longa; or, in his own wise and 





5 Clinique Médicale des Enfants: Affections de VUAppareil Respiras 
uae P. Nobécourt, Professeur de Clinique Médicale des Enfants & 
la Faculté de Médecine de Paris. Paris: Masson et Cie. 1924 (Med 
Svo, pp. xi + 348; 54 figures. Fr. 22 net.) 
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modest words, ‘‘ Ces études, il ne les achévera jamais; il 
devra les poursuivre aussi longtemps qu’il pratiquera la 
médecine.” 


A short and clear monograph on bronchopneumonia in the 
infant® has been published by Dr. Jean Meyer of Paris, 
based on personal investigations, both clinical and scientific. 
While the whole scope of the subject is reviewed, special 
attention has been devoted to certain aspects, especially to 
the factors of anoxaemia and dehydration. The dehydra- 
tion indicates the varying degree of poisoning of the tissues, 
and in certain cases is the predominant factor. The author 
describes his method of measuring the daily loss of water; 
this is done by two weighings of the infant at the interval 
of one hour, and from this is derived by calculation the 
amount of water lost in twenty-four hours from the skin 
and in the expired air. ‘Two severe types of broncho- 
pneumonia are thus differentiated—a diminished loss of 
water, leading to a grave condition of anoxaemia; and an 
excessive dehydration with rapid loss of weight and a grave 
toxic condition. In a careful though brief review of 
methods of treatment, both old and new, the capital impor- 
tance of daily warm baths and of abundant pure air is 
insisted on. Among more modern methods the value of 
serum therapy and of oxygen administration is discussed. 
Large doses of antipneumococcic serum are advised, and the 
author’s own method of administering oxygen is described. 
While no very definite results are claimed, Dr. Meyer 
believes that some desperate cases can be saved by these 
means. He is to be congratulated on the clear account of 
his investigation, on his scientific methods, and on the 
cautious reserve of his conclusions. 


Professor E. SuNer of Madrid has secured the translation 
into French by Dr. Matné of some lectures on digestion 
and nutrition in infancy. They profess to deal with the 
physio-pathology of the digestive apparatus in infancy,’ 
but are more concerned with physiology than with patio- 
logy, and the slender volume gives only an incomplete and 
general sketch of a large and complicated subject. The 
author, however, is acquainted with his subject, and a’so 
with the oceanic literature which has been poured out over 
it; and in his seven chapters he succeeds in giving a clear 
and reliable account of some aspects of digestion and 
nutrition in infants without encumbering his pages with 
many facts, theories, or names of individuals. To change 
the metaphor, it may be said that in this bareness and 
generality of statement he relieves the subjects of the 
mountainous accretions that have been piled on it by the 
patient labours of the chemists and medical theorists. 
A brief account of the digestive ferments of the alimentary 
tract, the bacterial flora in both normal and abnormal 
conditions, the constitution of the albuminoid molecule, the 
significance of basal metabolism and of calorimetric methods, 
some points about mammary secretion and the management 
of breast-feeding, and a short sketch of the various theorics 
of the dyspepsias of infancy, are the chief contents of the 
book. It is a casual but thoughtful commentary upon some 
aspects of that formidable subject known as “ infant 
feeding.”’ 


The book on infant therapeutics in daily practice,* by 
Dr. K. Britnporn of Gottingen, deals in less than two 
hundred pages with the commoner diseases of infancy, and 
with the dieting of healthy infants. Indeed, the latter 
subject and the disorders of digestion occupy about one 
hundred pages, so that the space left for other diseases is 
very limited. Condensation is, in fact, carried to a dan- 
gerous degree; the book is neither a sufficient introduction 
to nor a safe and adequate presentation of the important 
subject with which it deals. 





®La Broncho-Pneumonie du Nourrisson. Par le Docteur Jean Mever, 
Interne des Hopitaux. Paris: Amédée Legrand. (Roy. 8vo, pp. 189; 
2 plates.) 

? Physiopathologie de VAppareil Digestif du Nourrisson. Par Enrique 
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MAGIC AND MEDICINE. 
Tur first two volumes of Canon Jonn Roscor’s report of 
the Mackie Ethnological Expedition to Central Africa 
were reviewed by Sir Arthur Keith in our issue of August 
18th, 1923. The third and last volume has now been 
published.? It deals with the Bagesu and other tribes 
living on the slopes of Mount Elgon, a hilly country to the 
north-east of Lake Victoria, and also with sundry peoples 
near the Ruwenzori range and Lake Edward. All these 
tribes live within the area of the Uganda Protectorate; 
and as the country is brought into a more settled state 
by the British Government, the former mode of life of the 
natives ceases and many of their customs disappear. The 
origin of these pastoral people of the lake region is still 
a mystery, though there can be little doubt that they were 
immigrants from the north-east, and were associated in the 
remote past with the dwellers in Egypt. A record of their 
habits of life while still unaltered by the advance of 
civilization is important for the solution of the mystery, 
and Canon Roscoe’s notes will be of value to future workers. 
A general description is given of the various tribes, with 
an account of their religion, their occupations, the customs 
connected with birth, initiation, and marriage, the pro- 
cedures in sickness, death, and inheritance, and_ their 
language. The Bagesu tribe on Mount Elgon is one of the 
most primitive of the negro tribes of Africa; it consists of 
numerous small clans, all at enmity with one another. As, 
however, they enforce clan exogamy, an armistice takes 
place once a year after the harvest; all weapons are stowed 
away, and the people wander from village to village singing, 
dancing, and drinking beer, while the young men and 
women who are ready for marriage choose their mates. 
The religious beliefs of most of the tribes described are 
vague; but many believe in a creator, though they do not 
often trouble him with requests. The belief in spirits is 
widespread, and some races have gods of plague or small- 
pox. Magic is largely practised, and ghosts are propitiated. 
Sickness is often attributed to the action of ghosts, and the 
medicine ‘man is called in to find out whether the illness is 
due to malevolent or to dissatisfied friendly ghosts. The 
decision is arrived at by inspecting the organs or entrails 
of birds and animals which have been sacrificed to the 
ghost. At the same time more rational treatment is often 
carried out, as amongst the Busoga; by them a patient 
with small-pox is isolated and nursed by someone who has 
had the disease. The nurse pricks the pustules and 
sponges away the pus. Bleeding and treatment by herbs 
are used in many forms of illness; in abdominal troubles 
an enema of hot water may be given and the patient 
carried outside the hut to defaecate. In some tribes very 
little attention is given to the sick person; if he cannot eat 
his food he goes without, his wife going out to work in 
the field as usual. The ceremony of initiation scems to 
involve m some tribes very extensive circumcision, both 
in the male and female. Some of the tribes practise 
cannibalism; and the Bagesu appear to eat their dead in 
order that the ghost may not be detained in the vicinity 


| of the place of death and cause illness to the children of 


the family. 

Canon Roscoe’s work is a valuable contribution to the 
ethnology of Central African people; he is to be thanked 
especially for having observed and placed on_ record 
manners and customs which are fast disappearing. 





NOTES ON BOOKS. 


THE University of Pennsylvania Bulletin” has reprinted 
Contributions from the William Pepper Laboratory of Clinical 
Medicine. They are records of fine and painstaking work in 
the clinical laboratory, and include a notable paper in which 
the functional and anatomical findings in a series of cases of 
renal disease are compared by Dr. Alfred Stengel and others. 
The conclusions briefly are: (1) that cases clinically and 
histologically renal arterio-sclerosis present to the naked 
eye considerable variations; (2) that cases with high blood 





29 The Bagesu and other Tribes of the Uganda Protectorate. The third 
part of the report of the Mackie Ethnological Expedition to Central 
Africa. By John Roscoe, M.A. Cambridge: Tie University Press, 1924. 
(Demy 8vo, pp. xiii + 205; 32 plates. 20s. net.) 
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pressure show some fall in pressure before death and that 
the diastolic pressure falls proportionally to the systolic 
pressure; (3) that cases of acute nephritis show rather 
pronounced impairment of all the renal functional tests. 
Another clear and valuable contribution is on the laboratory 
as an aid in the treatment of diabetes. This is from the pen 
of Dr. Leon Jonas, who deals particularly with tests designed 
to determine the severity of a case and also to act as guides 
in treatment, He emphasizes the need of using methods 
which have passed out of the experimental state, and the 
great value of laboratory work. In addition to these there 
are papers dealing with the chemistry of acidosis and the 
treatment of auricular fibrillation by quinidine sulphate. The 
publication is well priuted, the illustrations are good, and 
both the medical consultant and the laboratory worker will 
find its perusal valuable, 


The third edition of Lang’s German-English Dictionary of 
‘Terms Used in Medicine and the Allied Sciences has been 
edited and revised by Dr. M. K. MEYERS. Over 4,C00 new 
terms have been incorporated, and this edition contains 
approximately 53,000 definitions. The volume is well bound 
and clearly printed, and will be very useful to those engaged 
in the task of translating German medical publications. 


The second edition of the textbook of infectious diseases,'2 
by the late Professor G. JOCHMANN of Berlin, who died of 
typhus contracted from Russian prisoners of war in January, 
1915, has been published on the occasion of the centenary of 
the foundation of St. George’s Hospital, Hamburg. Professor 
HEGLER of that city, whose knowledge of infectious diseases 
was gained not only in Germany but also in the Balkans 
during the campaign of 1913, as well as in Turkey, Palestine, 
and Mesopotamia during the world war, in addition to sub- 
jecting the work to general revision has added new chapters 
on epidemic encephalitis, Weil’s disease, trench fever, and 
trichinosis, The chapters on malaria and blackwater fever 
have been revised by Dr. NOCHT, and those on varicella, 
variola, and vaccination by Dr. PASCHEN, who has added a 
new chapter on herpes. The work, of which the first edition 
was published in 1914 shortly after the outbreak of the war, 
has one remarkable feature—namely, that it is said to 
be the first textbook of infectious diseases published in 
Germany. Professor Jochmann was well qualified for the 
task as he had had fifteen years’ special experience of this— 
first at Hamburg, then at Breslau, and lastly at the Rudolf 
Virchow Hospital in Berlin, where he had been director of 
the infectious diseases department for eight years before his 
death. The work is divided into four parts. The first deals 
With those diseases in which infection of the blood is the 
predominant feature; under this head are included the 
enteric group, botulism, varieties of septicaemia, including 
puerperal fever, acute miliary tuberculosis, Malta fever, 
plague, relapsing fever, malaria, and blackwater fever. The 
second part is devoted to the discussion of conditions in 
which the affection of a definite organ or system determines 
the character of the disease, such as the various forms of 
sore throat (including diphtheria), mumps, whooping-cough, 
influenza, tetanus, dysentery, cholera, cerebro-spinal fever, 
and acute poliomyelitis. In the third part the acute exanthe- 
mata are considered, and the fourth part deals with diseases 
common to man and animals, such as anthrax, glanders, 
actinomycosis, rabies, foot-and-mouth disease, and trichinosis. 
An appendix contains a description of methods of disinfec- 
tion, an enumeration of the infectious diseases notifiable in 
Prussia, and a short list of the literature (almost exclusively 
German) on infectious diseases. The work, which is inter- 
spersed with numerous excellent illustrations, many of them 
in colour, will no doubt fill a gap in German literature. 


A little book, entitled Chronicles of an Army Surgeon," 
consists of rough diaries in which the author records his 
experiences of thirty-five years’ service in the A.M.D. and 
R.A.M.C., from 1871 to 1905; of ten years, 1905 to 1915, spent 
in retirement; and of three years’ further home service, 1915 
to 1918, during the great war. The diaries seem to have been 
published as originally jotted down, initials and abbreviations 
of words being used repeatedly on every page; many of 
the contractions will probably be unintelligible to a civilian. 
Had the author, instead of publishing his rough diaries, 
rewritten the whole in narrative form they might have 
proved an interesting record of service. 





11 Lang's German-English Dictionary of Terms Used in Medicine and the 
Allied Sciences. Edited and revised by Milton K. Meyers, M.D. Third 
gg enlarged. London; J. and A. Churchill. 1924. (Med. 8vo, pp. 613. 

s. net.) 

12G¢, Jochmanns Lehrbuch der Infektionskrankheiten fiir Arzte und 
Studierende. Zweite Auflage. Unter Mitwirkung von Dr. B. Nocht und 
Dr. E. Paschen. Neu Bearbeitet von Dr. C. Hegler. Berlin: Julius 
Springer. 1924. or, -. 8vo, pp. xi+ 1077; %4 figures. Paper, 
15.90 dollars; bound, 13.60 ollars.) 

Chronicles of an Army Surgeon. 


London: John Bale, Sons, and 
Danielsson, Ltd. 1924. (Cr. 8vo, pp. 78. 





PREPARATIONS AND APPLIANCES. 
** Soloid’’? Urine-Sugar Test Case. 

Messrs. Burrovcns Weticome and Co. have put together @ 
very convenient little case of materials for enabling diabetics who 
are under insulin treatment to keep watch on the sugar reaction 
of their urine. The reagents used—alkaline citrate and copper 
sulphate—are in soloids. These are dissolved in water which ood 
been heated in a graduated test tube, two of which are supplied 
in the case. Heat is obtained by burning a soloid of hexamethylene- 
tetramine (hexamine) on a small sheet of asbestos; a soloid of 
this substance will burn for three minutes with a smokeless flame, 
From a medicine dropper with rubber bulb four drops of urine 
are added to the solution in the test tube. Gentle boiling for two 
minutes will reveal the presence of sugar in amounts as low as 
0.1 per cent. The case affords a very handy and simple method 
for testing the presence of sugar in the urine. We are informed 
that its price to the medical profession is 5s. 5d. 


Cercal Meal. 

A cereal food prepared by Messrs. S. Guiterman and Co. 
(35 and 36, Aldermanbury, London, E.C.2) has been brought to 
our notice. It contains bran, flax seed, and agar-agar. It is 
said to act as a corrective of constipation by virtue of the 
mechanical action of its ingredients, and to be congenial in use 
because of their demulcent properties. We have examined the 
product analytically. Its composition agrees with the proprie- 
tors’ description. Singly, the components have long been known 
for their specific qualities and have been held in favour in the 
curative lore of family tradition; being associated together in 
chosen proportions their beneficial effects may not improbably 
become enhanced. When cooked according to the directions it 
yields a porridge which is not unpalatable. A food of this nature 
deserves to be tried by the public. 
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A POSSIBLE METHOD OF INCREASING THE 
SUPPLY OF BREAD. 


BY 


D. NOEL PATON, M.D., LL.D., F.R.S., 


REGIUS PROFESSOR OF PHYSIOLOGY, UNIVERSITY OF GLASGOW. 


In the present state of the country, with its widespread 
unemployment and poverty, with the cost of living again 
rising, and with the price of bread again going up, it 
behoves us to consider very carefully any steps which can 
be taken to enable the poor more easily to procure the 
necessary nourishment for themselves and their children. 

The most important food of the poor man is bread. The 
position of bread in the national dietary cannot be better 
stated than in the words of the Food (War) Committee of 
the Royal Society : 


Bread is the prime foodstuff of the working classes, and it is by the 
consumption of bread that the mass of people are enabled to produce 
their daily output of work. ... The poorer the individual or 
family, the greater is the actual consumption of bread, as well as 
the proportion it bears to the total dietary, While among the 
wits classes bread supplies less than one-third of the energy of 
the total food they consume, with the poorer families of the workin 
classes bread alone has to furnish more than half of the energy o 
their dietary. Practically no other food is as cheap as bread; that 
is, no other food generally available will enable a man to do as 
much work for the money he spends on food as bread will. The 

oor man is unable to replace deficiencies in bread by other foods, 
Eocouse all other foods he is accustomed to use will cost him more. 
As a matter of experience it is found that as bread and other foods 
rise in price, the poor man actually buys more bread than before, 
because it remains still the cheapest food available to him. 


In 1916 the Food Committee pointed out that by raising 
the standard of milling from 70 to 80 per cent.—as was 
afterwards done—there would be a gain of 597,000 metric 
tons of home-produced flour, provided that the amount of 
wheat remained the same. 

A few words of explanation may here be given. At 
present the object of the miller is to produce a fine white 
flour which will, when baked, yield a white bread. To secure 
this he has to eliminate from the wheat as much as possible 
of everything except the starch-rich endosperm containing 
the gluten required for forming a dough. This means that 
only about 70 per cent. of the wheat goes into flour and the 
remaining 30 per cent. of offal is sold as food for pigs. This 
contains a large proportion of the proteins, fats, and ash of 
the grain, and is a material of high nutritive value. The 
difference between a flour made from the entire grain milled 
to 100 per cent. and one milled to the usual 70 per cent. 
is shown in a table given by Sherman, 











vt 








from flour milled to 90 per cent. No such extensive series 





170 Jaw. 24, 1925) 


ROYAL COMMISSION ON LUNACY. 


“Tae Barris 
Mepicat JounNas 











Protein. | Fat | yyarate.| perib. | °* 
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High and medium 11.4 1.0 95.1 1610 0.02 0.092 
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The amounts of proteins and fats and the amount of 
calcium and phosphorus are thus decreased in the finer 
flours, while the proportion of starch is increased. As 
regards the bread made from these flours, Sherman gives 
the following figures : 
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| a | 
—— Carbo- ey 
Piote mes Fat. hydrate. | Calories.) Ca. P. 
Whole wheat .. ...| 97 | 09] 49.7 | M13 | 0.05 | 0.175 


Average white flour ... 9.2 | 1.3 


' 


53.1 1182 | 0.027 0.093 





These figures are somewhat higher than those given by 
Plimmer on account of the smaller proportion of water. His 
mean is: Protein 7.2, fat 0.2, carbohydrate 48.1, calories 
1036.9. The usual analytical methods for the determination 
of the fat in breads give unreliable results, as has been 
shown by Cormack working in the laboratory. 

In considering the advantages or disadvantages of raising 
the standard of milling from 70 to 80 per cent., the Com- 
mittce had to consider whether it would lead to any serious 
decrease in the digestibility of the bread. The experiments 
upon the digestibility of bread then available were very 
inadequate, and in its calculation the Committee adopted 
figures which a later and much larger series of experiments 
showed to be too low. In fact, the result of these later 
experiments was to indicate that the digestibility of the 
bread from 80 per cent. flour is as good as that from 70 per 
cent. flour. 

The only loss which has to be considered in this higher 
grade milling is the offal which is usually fed to pigs, to be 
used in the form of pork or bacon as human food. As the 
Committee pointed out, this is a most wasteful method of 
utilizing the energy of wheat, since the pig uses most of the 
energy and stores only a small proportion in its body, while 
a man can use about 96 per cent. of the energy in bread. 
Hence bread is a much more economical source of energy 
than pork or bacon. An addition of nearly 10 per cent. to 
the bread supply of the country would undoubtedly reduce 
the price. 

The Food Committee further considered the question of 
the possibility of a still higher standard of milling—to 90 per 
cent. It found that the bread prepared from such flour 
was ‘light brown in colour and had a slight flavour of 
bran.” It was quite palatable. In order to determine the 
actual gain or loss which the use of such bread would 
involve, a series of experiments upon its digestibility were 
carried out in Cambridge, London, and Glasgow, on twelve 
subjects varying in age from 17} to 46. The diet consisted 
mainly of the bread to be tested—800 grams being consumed 

daily. Weighed quantities of cheese, butter, potted mea ‘ 
fruit jelly, milk, sugar with tea or coffee made up the diet. 
Throughout the experiment these other foods remained 
unchanged. During ten days bread from fiour milled to 
80 per cent. was used; the subjects then returned to an 
ordinary dietary; then for ten days they took the bread 


of experiments upon the digestibility of bread have so far 
been carried out. The results made independently at the 
three centres were extraordinarily consistent and gave 
confidence in their acceptance. ; 

The following table shows the digestibility of the two 
breads: 





80 per cent. Bread. 99 per cent. Bread, 





Energy 96.14 per cent. 


Proteins ... 


94.5 per cent. 


89.4 p-rcent. 87.3 per cent. 





The digestibility was only about 2 per cent. less in the 


is available, except again for the loss of offal. Thus, if 
necessary, an increase of nearly 20 per cent. in the bread 
supply might be secured. 

There is yet another way in which the insufficient supply 
of wheat might be supplemented—namely, by admixture of 
flours made from other cereals—barley, maize, oats, rye, or 
from soya bean. The most abundant of these in the world’s 
supply is maize, and at the instigation of the Food Com- 
mittee experiments were carried out upon bread made of 
wheat flour milled to 80 per cent. with a 20 per cent. admix- 
ture of maize flour. These showed that this bread was quite 
palatable, and that its digestibility was about the same as 
that of bread made from 80 per cent. wheat flour. 

A series of prolonged observations were also made upon the 
inmates of various institutions, who voluntarily took this 
bread in place of the despised ‘ war bread ” without know- 
ing its nature, and who were generally loud in its praise, 
many expressing regret that the supply could not be con- 
tinued. All sorts of symptoms—of course, ascribed to the 
““war bread ’’—disappeared under its use! 

Although the adoption of the higher standard of milling 
with or without an admixture of flour prepared from cereals 
other than wheat would undoubtedly increase the bread 
supply of the nation and reduce its cost, the vested interests 
of millers and bakers and the prejudice of the public in 
favour of whiteness of their bread are probably too powerful 
to allow of its adoption. The duty of the scientist has been 
discharged when he has shown how an economy may be 
effected. It must rest with the people of the country to 
decide whether it shall be carried out. The medical pro- 
fession is in a position to give to the public the assurance 
that they would suffer in no way from the use of breads 
made from flours prepared as suggested. 

Note.—The report by the Food (War) Committee of the Royal 
Society on the Digestibility of Breads, 1918 (3206), may be Con- 
sulted. As anticipated, the millers have already shown their hand. 
Vhe Miller of January 5th contains one of the familiar protests 
against any change in the mode of preparing flour, 








ROYAL COMMISSION ON LUNACY AND MENTAL 
DISORDER. 


British Mepican Association EvipeEncr. 


Ar the meeting of the Royal Commission on Lunacy and 
Mental Disorder on January 14th, the Right Hon. H. P. 
Macmitzan, K.C., presiding, the Memorandum of Evidence 
on behalf of the British Medical Association, which was 
published in the ScppLeMENtr of January 17th (pp. 29-36), 
was presented by Dr. R. Langdon-Down, who was accom- 
panied at the witness table by Dr. J. W. Bone, Dr. F. H. 
Edwards, Dr. C. O. Hawthorne, Dr. E. W. G. Masterman, 
Dr. Christine Murrell, and Sir Jenner Verrall, with Dr. 
C. Courtenay Lord, Assistant Medical Secretary. 

The Chairman said that the Commission had received from 
the British Medical Association a valuable Memorandum, and 
the Commission proposed that the Memorandum should be 
incorporated in its proceedings. He and his colleagues recog- 
nized that it was the considered representation of the views 
of the Association, and they thought it should be preserved in 
the form in which it had been drawn up, obviously with great 
care. It was recognized that the Association spoke authorita- 
tively for the profession throughout the country. In para- 
graph 8 the position with regard to mental disorders was 
stated in a very useful way. Mental ailments differed from 
physical ailments in the respect that the former might involve 
a legal aspect consequent upon the restraint imposed on the 
liberty of the subject, but there were varieties and degrees of 
mental ailment which did not necessarily involve restraint. He 
inferred from the Memorandum that it was the view of the 
profession that the element of compulsion in the treatment of 
mental disease was really necessary only in cases where the 
patient was unwilling to be detained and unable to co-operate 
in his own treatment, and that the extreme measure of the com- 
pulsory order should be the last resort rather than the first. 
From the crude primitive methods of dealing with mental 
disorder there had been a progressive development in the con- 
ception of mental disease and its proper treatment, but the 
profession apparently believed that the time was ripe for a 
further advance. 

Dr. Langdon-Down : It must be admitted that medical knowledge 
in these matters has tended to lag behind medical advances in other 
fields, not on account of any neglect on the part of the profession, 





90 per cent. flour, so that nearly all the gain of 10 per cent. 


but due to the circumstances which hedge round this question. 
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The Chairman : In this matter the lawyers and the doctors are not 
in their usual conflict, as they are over criminal responsibility, for 
instance. We are both in = of the best way in which cases 
can be dealt with with the minimum of interference and the 
maximum of medical benefit. 


A discussion took place on the question of terminology, and 
the Chairman said that he had been much impressed by the 
phrase “‘ person of unsound mind,” which was the phrase 
selected by the Association as the best description of the 
persons concerned. Did the Association desire the expression 
‘* asylum,"’ which had unfortunate associations, to be abolished ? 
Dr. Langdon-Down said that the views of his colleagues were 
not very pronounced on this point; whatever term was chosen 
would attract to itself unhappy ideas. 

The Chairman said that he would like some help on the 
question of mental deficiency, although this was not strictly 
within the reference of the Commission. He was puzzled when 
he read the definition in the Mental Deficiency Act of 1913, for 
it seemed to him to cover a number of things which might well 
be called mental disorder. Dr. Langdon-Down said that the 
unfortunate thing about the Mental Deficiency Act was that it 
endeavoured to set up a medical classification of these patients. 
The thing to incorporate in an Act of Parliament was not a 
scientific classification of mental disorder, but a practicable one. 

Sir Humphry Rolleston was doubtful of the term “ mental 
abnormality ” which the Association had used at the beginning 
of its scheme of nomenclature. It seemed to him that ‘‘ mental 
disability ’’ was preferable, because ‘‘ abnormality ’’ did not 
suggest necessarily a pathological condition. Dr. Langdon- 
Down said that the governing phrase so far as the matter 
before them was concerned was one of the two derivations from 
“mental abnormality ’’—namely, ‘‘ mental disorder.” 

Several questions were asked by the Chairman and Earl 
Russell about the Association’s opinion with regard to judicial 
investigation into the circumstances of a case before certification. 
Dr. Langdon-Down said that he and his colleagues did not feel 
that they could usefully advise the Commission on the duties 
of the justice. 


The Chairman: You are quite right in saying that the legal 
machinery is not your province, but the welfare of the patient is 
your province. Certain kinds of judicial investigation would 
undoubtedly be prejudicial to the patient, and I confess that I view 
with alarm the procedure of cross-examination in the presence of 
the patient. 

A: Langdon-Down : I think it all comes back to the discretion of 
the justice. 

The Chairman : But do you think that in the existing code there 
are suflicient directions to the justice in the exercise of his 
discretion? 

Dr. Langdon-Down: There are other codes besides the law, and 
I would rather rely on them and on the public attitude towards 
this matter than on what the law precisely lays down. 

The Chairman: One must remember that this jurisdiction is 
confided to a body who—I | nothing in their disfavour—are 
certainly very miscellaneous, and whose capacity is very varied, and 
many of whom must have little ability for discharging judicial 
functions. 

Dr. Langdon-Down: We are anxious to assist, but we feel that 
these legal difficulties are beyond our ken. 

Sir David Drummond: Would not the difficulty be overcome if 
special justices were one 

Dr. Langdon-Down: We considered that, but we felt that any- 
thing which added to the difficulty of getting easy access to the 
justice would be unfortunate. I would suggest that there should 

e some method of training justices. This is already done to some 
extent by the Central Association for Mental Welfare. 


The view of the Association that there should be two medical 
certificates in every case was discussed. The Chairman pointed 
out that it would involve considerable additional expense. 


Dr. Langdon-Down: There might be 15,000 such certificates a 
year. Does that represent an impossible expenditure? In some 
cases it is very necessary that there should be two medical certifi- 
cates, and how are you to make exceptionsP I think it is an 
unreasonable responsibility to put upon the doctor that one 
certificate should suffice in a given case. . 

The Chairman; I cannot see why two certificates should be 
required in a private case and only one in a pauper case. The 
difhiculty in diagnosis does not depend on class distinction. 

Dr. Langdon-Down : That distinction belongs to the last century. 
The requirement that the two doctors must not consult together is 
a vestige of former distrust also. ; . 

The Chairman : If you go back into the question of this double 
certificate it is interesting to inquire what it is that people were 
anxious to guard against. Apparently they feared the possibility 
of collusion between the doctors for the framing of an opinion 
which was not their real pen opinion, but had some ulterior 
object. What would be that object? 

r. Langdon-Down : It is difficult to say. : 

The Chairman: Sir Humphry Rolleston has pointed out that the 
British Medical Association does not support the suggestion that 
the second certificates should be signed by specially approved prac- 
titioners. Do you think there is any omg | for exacting that 
the medical practitioner on whose evidence the justice proceeds 
should have some special qualificationP 





_Dr. Langdon-Down: We have very carefully debated that ques- 
tion, and we think not, but we are of opinion that the usual medical 
attendant should be one of the certifying doctors, If you are goi 
to lay down some distinctive qualification, what is your test to beP 
Any rigorous test, such as a special qualification ‘in psychological 
medicine, would add to the difficulties of the situation, because it 
would restrict the number of men available. Is the specialist oing 
to be a greater safeguard than the general practitioner? Is he 
more likely to detect insanityP It has been said of the specialist 
that he is very apt to see the disease in which he specializes. We 
do not believe in these compartments in the profession. 

The Chairman: After all, the giving of a certificate is in a sense 
an act of diagnosis, and when large issues are involved one would 
have thought the specialist’s diagnosis to be most valuable. When 
issues of life and death are at stake—as, for example, in a murder 
case in which the defence of insanity is urged—it is not the general 
practitioner who is brought in, it is the specialist. The specialist 
is prone to find his woeey simply because he has seen so many 
more manifestations of it than the general practitioner has seen, 
and so he gets into the habit of expecting t to turn up, and he 
may be right. Does the curriculum of the medical student include 
a sufficient course of training in this branch of medicine? 

Dr. Langdon-Down: I think in most cases, yes; I believe it is 
a necessary requirement. 

The Chairman: One would like to be assured that the existing 
training of the general practitioner is sufficient to equip him to 
discharge this duty without specialist training. 


Dr. Edwards here gave some account of the compulsory 
instruction, clinical and theoretical, in insanity, which led the 
Chairman to remark that apparently the usual course included 
only twelve theoretical and twelve clinical lectures, which wag 
not what they would call in Scotland a half-course. He asked 
that information might be furnished to the Commission from the 
university calendars and elsewhere as to the precise nature and 
volume of this instruction given and required. 


Sir H. Rolleston: Is there not a great pee at the present 
time in getting general practitioners to certify at all? . 

Dr. Langdon-Down : Not on the ground that they distrust their 
own capacity, but they are sensible of the risks they run. 

The Chairman: In view of recent proceedings in the law courts 
there may be a tendency on the part of the medical profession to 
refuse to certify because of the legal consequences of improper 
certification. The criterion of immunity is that the doctor shall 
have acted in good faith and with reasonable care. I appreciate 
the point in the Memorandum as to the question of onus. Is it 
upon the doctor to prove his good faith and reasonable care, or is 
it upon the person atte he proceedings to prove that these have 
not been exercised? I gather that the view of the profession is 
that the protection is inadequate P 

Dr. Langdon-Down: Yes. ~— 

The Chairman: Of course, the doctor has no responsibility for 
the correctness of his diagnosis, only that it shall have been made 
with skill and care. But you would not have the medical man 
absolved from answerability for exercising his professional skill 
in good faith in the matter of these certificates as distinguished 
from his ordinary responsibility when he diagnoses any case 

Dr. Langdon-Down replied that he thought there was more 
than one distinction between the two cases. The case of the 
doctor who gave testimony which might lead to certification was 
similar to that of a witness in a court of law. Another dis- 
tinction was that he was submitting the evidence to an outside 
body, and the outside person was at liberty to call in somebody 
else. He added that the medical profession had no desire to 
underestimate the responsibility of the doctor. The profession 
was ready to run risks, because they were all aware of the great 
distresses caused in family life by these disorders of the mind. 
But in the principal evidence (Appendix A, Supplement, 
January 17th, p. 34) the Association had put forward con- 
siderations which supported the claim that the certifying 
practitioner should enjoy the immunities of a witness. 


hairman : Figure the case of a doctor who is quite reckless 
in the poe and oe chosen to write down about a oe oy things 
which really will not hold water; yet these, presented the justice, 
e most convincing. s ; 
= Langdon-Down Yee are supposing something worse than 
“The Chairman : Well, take a case which is no more than ordinary 
carelessness but which, in ordinary practice, would expose the 
doctor to an action. Is he to be protected against carelessness in 
the case of atseny when 5s A soe pe be protected against similar 
in the case of di eria - 
oo "Toanden ewe: The  eestion at issue is really as to the 
honesty of the doctor. To prevent unfortunate results in such 
cases as you have mentioned, of course, there is the initial safe- - 
econd certificate. Mts 
euthe yn dw It ultimately depends upon the reliability of 
the medical profession. Unless you can trus the professional man 
concerned, the system will break down. But in asking that the 
certifying practitioner should enjoy the immunities of a witness 
you are asking for a considerable alteration in the law. At the 
same time, if the law as recently interpreted does deter the medical 
profession from Going their duty then some redress must 
accorded, for no one else can perform their functions. 
Dr. Langdon-Down : If the law as recently interpreted is to stand 
it would deter medical men undoubtedly. ter the first verdict in 
the Harnett case the Association office was flooded with letters from 


practitioner: asking for guidance, 
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The Chairman : It does seem quite wrong that a doctor, because 
he has played his part in the execution of the law relating to 
lunacy, outa on that account be put in the dock, so to speak, to 
justify himself, rather than that the person attacking him should 
have to prove that he had done something wrong. But it is a much 
—_ thing to ask that in this particular professional duty the 

octor should have an immunity which would absolve him from all 

ossibility of action. I do not know that we can carry this topic 
Sorther. We have your views upon it. 

A number of questions were then asked on the British Medical 
Assaciation’s proposals with regard to voluntary boarders and 
temporary boarders. The Chairman asked if the Association 
approved the general proposals of the Mental Treatment Bill. 
Dr. Langdon-Down replied that it did, in the main. The 
Chairman then invited the views of the witness as to the 
present procedure whereby a person who needed immediate 
attention on account of his mental condition was .taken to the 
workhouse and thereby became technically a pauper. Dr. 
Langdon-Down said that his committee had hesitated to recom- 
mend anything involving extremely costly measures. The ideal 
would be to have special receiving houses, but, except in very 
dense populations, such houses could hardly be maintained 
when they would receive perhaps only two or three cases a year. 
Another procedure might be to send such cases directly to the 
asylum. 

The Chairman : In our desire to avoid pauperization may we not 
jump to the other extreme and run the risk of the stigma of 
asylum residence? 

r. Langdon-Down: If the accommodation and arrangement of 
workhouses were better the objection to these institutions would 
not be so great. 

The Chairman : I cannot but feel that some intermediate institu- 
tion is the ideal—neither a workhouse nor an asylum. The wards 
of the ordinary hospital might be used. Why should not the man 
who has suddenly had a mental attack, perhaps in the street, be 
taken to St. Thomas’s or St. George’s, in the same way as a man 
with a broken Jeg? 

Dr. Langdon-Down : I think that is a thing much to be desired. 

The Chairman: If one had a free hand it would be a very 
attractive proposition to use the general hospital for these cases of 
mental breakdown. The management of the hospital, of course, 
might not wish to have these troublesome and possibly rather noisy 
patients in the general ward, and a separate section would have 
to be provided. The hospital authorities would also have to be 
armed with powers of compulsory detention. But there is some- 
thing very attractive in the idea of ——. the general hospitals, 
because this would help to break down the distinction between 
mental and physical illness. 

Dr. Masterman here gave some account of the provision of 
infirmaries in London, and said that if the stigma could only 
be removed the accommodation in the larger infirmaries of 
London for lunaties was just what was wanted. 

The Commission had not concluded its examination of the 
Association’s evidence at the usual hour for rising, and it was 
agreed that the witnesses should again meet the Commission at 
a later date, the Chairman remarking that he did not want 


to get through this evidence too quickly because of the many. 


topics presented in the Memorandum which opened up useful 
discussion. 
Allegations of Ill Treatment. 

At the opening of this fortnightly session cn the previous day 
(January 135th) the Chairman announced that the Commission, 
besides hearing evidence by way of exposition and criticism, 
had thought it right to undertake the judicial investigation of 
a few specific cases of alleged wrongful detention or ill treat- 
ment selected by the National Society for Lunacy Reform, as 
illustrative of their general criticism. These cases related, not 
to matters of opinion, but to specific issues of fact, and serious 
allegations against particular individuals were involved. The 
Commissioners had decided that in the hearing of these cases 
both the persons making the allegations and the persons 
answering them should give their evidence on oath. While it 
was obvious that only a small number of test cases could be 
investigated in detail in this manner, the Commissioners had 
expressed their willingness to receive and consider statements 
in writing by any persons who desired to bring before them 
information that might assist their deliberations, whether 
relating to particular cases or of a general character. 


A London County Mental Hospital. 
Dr. G. F. Barham, Superintendent of the London County 
Mental Hospital, Claybury, was the next witness. He gave 
figures relating to the numbers of patients and staff. 


At the present time, he said, 2,282 beds were occupied. The 
nurses were in the proportion of 1 to 4.8 patients. Asked whether 
there had been any complaints with regard to the treatment of 
patients by nurses, the witness said that he did not think that 
during the last two years he had had occasion to suspend any 
attendant pending investigation. Three years ago he had occasion 
to inquire into a case of alleged ill treatment, but the evidence 
was not sufficient to support it. He could only recall one case 
during his seven years of superintendency in which a nurse—a male 
nurse—had had to be dismissed on account of ill treatment. He 
could not imagine that a patient-could be ill treated and fail to 
bring his grievance to his (the superintendent’s) notice. Many 





atients, of course, were unhappy and disgruntled and made ground- 

ess complaints constantly. He had letters daily from such patients, 
frequently desiring to be removed from one ward to another, which 
was always done, if possible. The Chairman said that the Com- 
mission recognized that the duties of nurses in mental asylums were 
of a peculiarly onerous and difficult character, and many patients 
were unable to appreciate that things were being done for their 
own good. The atmosphere was abnormal altogether, and the 
qualifications for such work must be the possession of an equable 
and placid temperament. The witness said that he favoured to 
some extent the employment of women nurses on the male side. 
The influence of a woman in the ward was readily seen; the ward 
became pleasanter and brighter, and wonien were naturally better 
nurses than men. 

A large part of this evidence concerned the conditions of nursing 
service at Claybury and also the occupations and dietaries of the 
patients. The witness advocated some scheme of co-operation 
between the mental and general hospitals whereby there could be 
an interchange of staff from time to time. At present such inter- 
changes must be only voluntary, and the general hospitals were 
loath in many cases to take nurses from mental hospitals. The 
Chairman commented on the dietary at Claybury, questioning the 
arrangement whereby the last meal of the day was at 5 o’clock, with 
nothing until breakfast next morning unless the patient reserved 
something from his last meal. 

Dr. Barham went on to say that he himself did not necessarily 
see all fresh patients as soon as they arrived, though one of the 
doctors did, but he saw every new case withiw a few days of 
arrival. Sueh cases were received into special admission wards, 
highly staffed. Asked as to the effect on a sensitive and educated 
— of association with noisy patients, Dr. Barham said that 

e had quiet reception rooms, and he would not subject a patient 
to such an association. Shrieking, however, was much less frequent 
in a mental hospital than was commonly supposed. He described 
the treatment undertaken at the heopital, and said that as soon as 
one of the doctors thought the patient was becoming convalescent 
his, the speaker’s, attention was drawn to him or her, and he gave 
such patient his personal oversight. It would be very helpfui if 
the administrative functions of the head of such an institution 
could be separated from the medical functions, but he was strongiy 
convinced that it was impossible. Much of his routine administra- 
tive work he was able to delegate. The After-Care Association was 
of great value in solving the problems attaching to those patients 
who, on discharge, had no homes to go to. In 1924 the number of 
patients discharged was 184, of whom 126 were discharged recovered, 
32 relieved and sent to the care of friends, and 13 on trial. Twelve 
patients sent out on trial relapsed. He was convinced that a very 
considerable number of incipient cases, if given early rest and 
appropriate treatment, would escape certification. Asked about 
the effect of the stigma attaching to a mental hospital, the witness 
said that under the clinic system the mental department of a 
general hospital might come to be known as the ‘‘ mad ward.” 
Asked by Mr. Micklem whether he thought it wise to have such 
large establishments as that at Claybury, Dr. Barham said that he 
hoped that future institutions would not be built so large, though 
the Claybury hospital was not out of hand. A hospital for about 
1,000 patients was more suitable. 


The Mental After-Care Association. 

Miss Vickers, secretary of the Mental After-Care Association, gave 
an account of the history and activities of that body. She said 
that last year the association was brought into touch with cases 
from 117 mental institutions, and relieved 1,176 patients. With 
regard to complaints, speaking as one who had personally inter- 
viewed over 7, patients, Miss Vickers said that these were few 
and trivial. Probably not more than 4 per cent. of the patients 
made complaints, and only a very small proportion of the com- 
plaints related to actual ill treatment. 


Evidence on Oath. 

On January 17th the Commission held the first of a series of 
special sittings to take sworn evidence with regard to improper 
detention or ill treatment in asylums. The witnesses are being 
brought forward by the National Society for Lunacy Reform. 
The witness who was examined at this sitting was Mr. Hugh 
Wilson Holman, who answered questions put to him by Mr. W. 
Stewart, of the society in question. Counsel for the medical 
practitioners concerned and for Ticehurst Mental Home were 
Mr. Dickens, K.C., Mr. Croome Johnson, and Mr. Somerville. 
the last named instructed by the London and Counties Medical 
Protection Society. 


Mr. Holman’s statement was that, following on pneumonia, when 
he was treated in the house of a doctor, he was wrongly certified 
and sent to an asylum. He described his unavailing protests to a 
local magistrate and to the Board of Control. After being more 
than two months in the asylum he escaped, and was recaptured and 
placed in the refractory ward. Later he was transferred to 
Ticehurst, where he had only a cursory examination. He eveniu- 
ally escaped and hid for a fortnight, and afterwards, through his 
solicitors, took steps to obtain redress. On representation to the 
Master in Lunacy his estate was released. 

Mr. Somerville pointed out that the case of Mr. Holman had been 
tried at the High Court, and Mr. Justice Sankey had said that 
not only were the authorities at Ticehurst not negligent, but they 
would have been negligent had they released the patient, under, 
the circumstances. 

The Chairman of the Commission admitted the difficulty of 
dealing with concrete cases. The Commission would not announce 


a decision in a particular case, but the evidence adduced would 


form part of the material on which it would base its report. 
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THE SPHINCTERS OF THE ALIMENTARY 
CANAL. 


At the present moment a well known London hospital 
is enforcing its appeal for public support by illustrating 
in pictorial fashion the aids which to-day it offers to 
the diagnosis and treatment of disease compared with 
those available a hundred years ago. These striking 
posters are designed to prove to passers-by that the 
sick are fortunate to be seeking relief in the twentieth 
rather than in the corresponding period of the nine- 
teenth century. They remind the passing physician 
also of the debt that medical science owes to the 
physiologist, the pathologist, the biochemist, and the 
radiologist. ; 

Two articles which we publish this week exemplify 
some of the benefits which physiology and radiology 
respectively have conferred on the study of diseases of 
the intestmes. Dr. Arthur Hurst’s address, delivered 
before the Manchester Medical Society, on the 
sphincters of the alimentary canal and their clinical 
significance, is based on physiological researches, 
which, when applied to clinical medicine, quickly 
explained certain disorders which could never have 
been properly understood or intelligently treated 
through any other manner of approach. Those 
classical researches of Bayliss and Starling, whereby 
they proved peristalsis to consist of a co-ordinated 
reflex—a wave of relaxation followed by a wave of 
contraction—laid the foundation for the physiological 
study of disorders due to irregular behaviour of the 
sphincters situated at the cardiac and pyloric orifices 
of the stomach, the ileo-caecal junction, and the recto- 
sigmoidal junction. 

For many years anatomists persisted in an obstinate 
incredulity with regard to the existence of sphincters 
at the cardiac end of the stomach and at the pelvi- 
rectal junction, and they encouraged mistaken views 
about the ileo-colic sphincter, which often is still 
inaccurately referred to as a “‘ valve.’’ <A valve differs 
fundamentally from a sphincter. The valves of the 
veins and of the heart are constructed to present an 
impassable barrier to the backward passage of the 
blood. The sphincters of the alimentary tract have 
no such valvular architecture; they have, however, 
a certain resemblance, in function only, to the safety- 
valves of high-pressure boilers, which allow of an 
escape of steam when a dangerous pressure is reached. 
But this figure of speech gives a very imperfect idea 
of the function and behaviour of sphincters. When 
working properly the sphincters of the alimentary tract 
open in advance of the oncoming wave of peristaltic 
contraction, and thus permit the passage of food, 
chyme, or faeces; thereafter they close immediately, 
but not in such a manner as to forbid all possibility 
of return should this be necessary in the interest of 
the organism. Thus, when called upon to act, they 
encourage onward movement and discourage back- 
ward. The swing doors at the threshold of a place of 
entertainment are opened invitingly by an obliging 
custodian, but if, after having been tempted inside, 
the entrant finds the demands of the pay-box beyond 








his purse, he may escape by the same route through 
which he entered, though he is likely to be met with 
less civility on his return: he will have to push thg 
swing doors back with his own energy. 

The essential characteristic of the sphincters ag 
compared with the remainder of the alimentary tract 
is that the lumen of the bowel is closed at thq 
sphincters, whereas elsewhere it is open or potentially; 
open. This provision of nature confers certain advana 
tages, and these vary slightly at the different sites, 
Thus, the cardiac sphincter offers an obstacle to thg 
regurgitation of the stomach contents back into the 
oesophagus, though by no means an _ insuperdble 
obstacle, as the acts of vomiting and eructation 
testify. The pyloric sphincter serves to hold the 
stomach contents, and by its ordered relaxation tq 
ensure their timely evacuation into the duodenum, 
The ileo-caecal sphincter prevents the too rapid 
passage of the contents of the ileum into the caecum; 
it also guards the return of material from the caecum 
back into the small intestine, but certainly not in the 
manner which the misapplied term ‘‘ valve ’’ would 
suggest, for both Dr. Hurst and Dr. Gilbert Scott give 
examples of conditions under which material from 
the colon may repass this portal. The pelvi-rectal 
sphincter checks the forward passage of faeces which 
collect in the pelvic colon until immediately before 
defaecation. 

Irregular behaviour of any of these sphincters results 
in grave disturbance to health. At the cardiac orifice 
of the stomach failure on the part of the sphincter to 
relax in advance of the contracting wave of peristalsis 
(achalasia of the cardia) results in an accumulation 
of food in the oesophagus, leading to hypertrophy of 
its walls and dilatation of its lumen. Reflex irregu- 
larity of the pyloric sphincter follows upon gastric or 
duodenal ulceration, and may be found also in disease 
of the gall bladder and appendix. The way in which 
this irregularity arises and the manner in which it may, 
be relieved are well described in Dr. Hurst’s paper. 
Similarly, reflex achalasia of the ileo-caecal sphincter 
may be caused by chronic appendicitis, and may lead 
to ileal stasis. Congenital hypertrophic dilatation of 
the colon (Hirschsprung’s disease) and the megacolon 
of adults may be due to achalasia of the pelvi-rectal 
and anal sphincters. 

Perhaps it is because the word ‘‘ sphincter ’’ means 
something which draws close or binds tight, and there- 
fore oecludes, that the conception of a sphincter acting 
as a pathological obstruction to the forward passage 
of faeces has taken such deep root in the literature of 
intestinal stasis. A more critical consideration of their 
physiological function shows at once that they each 
render a useful service, which, if dislocated, leads to 
grave inconvenience if not disease. Except in those 
cases where the sphincters themselves are the seat of 
disease, the muscle bands yield before gentle and per- 
sistent pressure, and place no true obstruction in the 
path through the bowel of the food residues. 

Dr. Gilbert Scott’s paper on the technique of radio- 
logical examination of the colon gives an account of 
the contribution to the study of intestinal disease made 
by another subsidiary science of medicine. His open- 
ing sentence, ‘‘ The clinical evidence presented in 
most cases of colonic disease is meagre, variable, and 
often unreliable,’’ has a contentious ring about it, but 
it is not followed by the extravagant pretensions for 
some esoteric system which this type of introduction 
usually leads us to anticipate. If the conclusions of 
this radiologist be analysed, we find his claims to be 
moderate; radiological examination often supplements 
clinical evidence in a useful way, but can never 
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supersede it, and frequently has little help to bring. 
The information which it offers must be weighed by 
the clinician side by side with facts gleaned from other 
sources. Thus, in speaking of enteroptosis, Dr. Scott 
remarks: ‘‘ Let it be clearly understood that radio- 
logists can only state the position of the various 
sections, the muscular tone, and the rate at which the 
contents pass through. The deductions must be left 
to the physician.’’ 

There are three main types of organic lesions of the 
colon in the diagnosis of which help may be sought 
from the radiologist—new growth, inflammatory lesion, 
and diverticulation. Unfortunately, the x-ray oracle 
cannot be expected to answer the most important 
question concerning a new growth—namely, is it 
simple or malignant? Nor are the radiological appear- 
ances very reliable in the early stages of a cancer 
before other signs appear, for Dr. Scott admits that 
‘in the very early stages, while the growth is small, 
and before it encircles the whole lumen of the gut, 
détection is difficult.’’ Radiological examination has 
its greatest field of service in the diagnosis of tumours 
of those regions of the colon which are beyond the 
reach of the sigmoidoscope. 

In such inflammatory diseases as tuberculosis and 
chronic ulcerative colitis a-ray examination may 
occasionally add to that ‘‘ meagre ”’ stock of evidence 
which Dr. Scott considers the physician may draw 
from the clinical store, but it is only in exceptional 


’ eases that he is greatly enriched by the radiological 


contribution. On the other hand, in the diagnosis of 
diverticulation the radiologist has a much more 
important office, almost indispensable. The way in 
which the opaque enema method may be used for the 
diagnosis of this deformity—a commoner one than 
formerly supposed—is well described in Dr. Scott’s 
paper. It is important to bear in mind that diver- 
ticulation of the colon does not necessarily lead to 
illness; it is only when these little pouches become 
inflamed or obstructed that they cause trouble. It 
appears that the opaque enema method has many 
advantages over the opaque meal given by the mouth 
in the diagnosis of diseases of the colon, and deserves 
a greater popularity. 





PHYSICAL TESTS FOR MOTORISTS. 

In the United States—no less, perhaps even more, 
than in this country—there is much concern about the 
increase in the number of casualties due to motor cars, 
but in neither country does it seem to be known how 
far the increase is out of proportion to the change in 
the conditions of traffic brought about by the popu- 
larization of the motor car. The American Medical 
Association, at its annual meeting in Chicago last 
June, had before it a report of a committee appointed 
to consider the adoption of physical standards for 
drivers of motor vehicles. The report! was read to 
= Section of Ophthalmology, but it is significant that 

considering the subject and making recommenda- 
tions the committee went far beyond the question of 
eyesight. It dealt also with defects of the limbs, with 
hearing, with the action of the heart, and with the 
mentality of the applicant for a licence to drive. 

The committee was evidently greatly impressed by 
the present state of things. It began by expressing the 
opinion that ‘‘ the appalling increase in the number of 
casualties from motor vehicles throughout the United 
States makes it imperative that everything possible 
be done to lessen this evil.’’ The members describe 
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themselves as ‘‘ physicians cognizant of the harm that 
may arise from the operation of such vehicles by 
those physically unfit for such a dangerous operation.’ 
The committee urged the medical profession in the 
United States to ‘‘ insist on the passage of laws in 
each State with a view to restricting the granting of 
licences to such persons as may submit themselves 
to physical tests at the hands of properly qualified 
medical practitioners.’’ 

In the opinion of the committee, every driver of a 
motor vehicle should be required to produce to the 
motor licensing board a certificate showing: (a) that he 
has no disqualifying defects of either legs or arms; 
(b) that his vision is at least 20/50 in one eye and at 
least 20/100 in the other, with or without glasses; 
(c) that he has not double vision; (d) that he can hear 
a low spoken voice at 5 ft.; (e) that his ‘‘ mentality 
is adequate,’’ and his ‘‘ heart’s action reasonably 
healthy.’’ It was proposed that the licence should 
be renewable annually, but that a new medical certifi- 
cate should be required only every three years, the 
applicant making a sworn statement in the inter- 
vening years that to the best of his knowledge there 
had been no change in his physical condition. The 
applicant should pay the cost of his medical examina- 
tion, the amount being fixed by the motor board in 
each State. The committee thought it desirable that 
tests for sight and hearing should be made by 
ophthalmologists and aurists, and for the other parts 
of the body by “‘ internists ’’ and surgeons; but it 
was decided that such specialization was impossible 
because of the vast number of applicants for licences, 
and the need for simplicity in tests and reasonable cost 
to the would-be driver. As ‘‘ it goes without saying 
that each examiner must consider himself bound in 
honour to adhere implicitly to the dictum of the 
standards,’’ the committee goes on to say that there 
must be no deviation therefrom at the importunity of 
the candidate. But (it continues) the doubts and 
difficulties of examiners would be relieved by the 
appointment in each county of each State of a board of 
physical licensure, composed of two general practi- 
tioners or surgeons and one ophthalmologist, which 
should meet at stated intervals and have the final 
decision in all cases. The fees of the members of 
these boards also should be paid by the applicants, 


unless salaried officers should be appointed by the 


State departments. 

The committee thought that some people might 
regard the visual tests as insufficient, and might think 
that colour blindness should disqualify. But the 
committee came to the conclusion that it was the 
minimum amount of sight with which a motor vehicle 
could be driven with safety which needed to be deter- 
mined, and it adopted a degree similar to that used as 
a standard for soldiers. Insistence on a visual field 
test was undesirable, and it was doubtful whether 
general practitioners and surgeons could be depended 
on to make such a test with sufficient accuracy. 
Colour blindness would disqualify 3 per cent. of all 
males, with the result, the committee thought, that 
there would be a popular and speedy rejection of all 
physical tests! However, the committee consoled 
itself with the thought that even the colour-blind 
person would probably be conscious of the difference 
in intensity of a red tail light as compared with a 
white light, and that:no harm might be done. In fact, 
the committee felt that in order to ensure universal 
adoption of a physical test it would be a mistake to 
demand too much of either applicant or examiner. 
Therefore it insisted on simplicity and the avoidance 
of unessentials, 
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The report was drawn up evidently by men who 
were earnest in the cause of public safety and experts 
in their own branch of practice. On the other hand, 
it would appear that none of them can have been 
expert on the other side of the question—motor 
driving; and their earnestness would seem to have led 
them astray from the paths of common sense. Such 
men, when faced with a difficulty, are always Liable to 
shirk the issue by calling upon the State to increase 
bureaucratic control, regardless of arguments on the 
ossible futility and costliness of the procedure. 
Revesthelee, as the dangers of the streets are 
becoming urgent in this country as well as in the 
United States, and as changes of varying utility and 
comfort frequently result from the persistent agitation 
of enthusiasts, it is well to examine carefully the pro- 
osals of the American committee, and to discuss the 
ae upon which the dangers of the public can be 
lessened. The standards of efficiency proposed by 
the committee appear to be very sketchy, and some 
dangerous conditions in motor drivers seem to have 
been overlooked. No doubt in a “ dry ’’ country it 
would be improper to suggest the danger of alcoholism, 
notwithstanding the committee’s exclusion of double 
vision in a driver; but in this country quite a number 
of accidents occur through drunken drivers. How is a 
medical examination to exclude a tendency to alcoholic 
excess or an inability to “‘ carry ’’ even a small amount 
of liquor? Again, which of the standards suggested 
by the committee covers the existence of epilepsy in 
the applicant; and unless the examiner observes an 
actual fit, can he exclude the possibility of its occur- 
rence? It is doubtful whether it is possible to define 
a disqualifying defect of legs or arms. We have known 
a driver, one of whose arms was crippled by infantile 
paralysis, who was quite able to drive at Brooklands; 
and with mechanical aids a leg can be dispensed with. 
Whether hearing is necessary in a driver must depend 
upon his other senses, such as vision, and upon his 
care in driving. A standard of vision can be no easy 
matter. It is not the distance at which test type is 
read that is important, but the rapidity with which 
an obstruction can be recognized. Many people with 
normal vision may almost be said to suffer from 
partial night-blindness when driving in the dark. 
Mental adequacy for driving is surely quite impossible 
to define ; and a phrase such as “‘ heart’s action reason- 
ably healthy “* can only have been dictated by inability 
to lay down a standard. We cannot help thinking that 
the proposal for a compulsory medical examination of 
all motor drivers is impracticable. It is hardly possible 
to lay down any satisfactory standard; compara- 
tively few people could be ruled out under any kind of 
physical examination; the physical test would miss 
some of the more likely causes of danger to the public, 
such as epilepsy and alcoholism; the variability of 
standard in the hands of a host of examiners. would 
lead to frequent complaints of injustice; and the 
Rumbers of people required to submit themselves to 
periodic medical examination—there must be between 
@ million and a million and a half licensed drivers in 
this country—would render examination of any real 
value almost an impossibility. 

But the danger exists, and those who suffer from it 
are entitled to ask what can be done to reduce it. It 
‘may be that the difficulties of the matter are such that 
the simplest solution is, not to ask the Government 
to assume further control over the lives and activities 
of citizens, but to urge a return to one of the more 
Primitive functions of government—that of punishing 
the wrong-doer. If it were an offence for any person 








to drive a motor vehicle when unfit to do so, the onus 
of proving his fitness would be placed on any driver 
who endangered the lives of others and by his conduct 
suggested that he was not fit. In this way the plea 
of neurasthenia and shell shock, which is so often 
raised when drivers are summoned for being drunk 
while driving, would be eliminated. For the neur- 
asthenic is as little entitled to undertake what the 
American committee describes as the ‘‘ dangerous 
operation ’’ of driving a motor vehicle as is the alcoholic 
or the epileptic. The millennial eliminator of all human 
troubles will doubtless describe this solution as mere 
passivity, and will call attention to the sufferings of 
those who are damaged before the unfit is brought to 
book. But it is, in our opinion, doubtful whether 
better results would be obtained by more active 
measures; and our solution seems at least more likely 
to foster a spirit of independence and self-reliance in 
the community. It might not be a bad thing, how- 
ever, to require from every applicant for the issue or 
renewal of a driving licence a signed declaration that to 
the best of his belief he has no defect or disease which 
makes him unfitted to drive a car or motor cycle. 
This would indicate upon whose shoulders the legal 
burden rested. 





°° — - 


R.A.M.C. MEMORIAL ROLL. 
Very nearly a year ago we gave an account of the pages 
of the Golden Book, or Memorial Roll, of the Royal 
Army Medical then on view at the Victoria 
and Albert Museum, South Kensington. The 270 pages 
of lambskin containing the names of the officers and 
men of the R.A.M.C. who fell in the war of 1914-19 
have now been bound, and the folio will shortly be 
deposited in the Chapter House of Westminster Abbey, 
The writing and illumination are the work of Mr. Graily 
Hewitt and his six assistants. The Roll is alpha- 
betical; the names are in black lettering, the rank and 
the date of death in red; initial letters in gold indicate 
distinctions won. Illuminated sentences from the parable 
of the Good Samaritan, at the beginning of each alpha- 
betical division, link together the whole design. We have 
now received from Major-General C. E. Pollock, C.B., 
C.B.E., D.S.0., honorary secretary of the R.A.M.C. War 
Memorial Fund, a copy of the printed Roll of Honour which 
has been prepared for the relatives and friends of those 
whose names aro inscribed in the Golden Book, numbering 
743 officers and 6,130 warrant officers, non-commissioned 
Following the arrangement of the 


Corps, 


officers, and men. 
original manuscript, the names and _ brief particulars are 
printed in alphabetical order. The many Territorial and 
temporarily commissioned medical officers are indicated 
thus: (T.F.) and (Tp.). These and such other abbrevia- 
tions as “‘ k-in-a’’ and “ d-of-w ” for killed in action and 
died of wounds, though self-explanatory, might perhaps 
with advantage have been explained in a note at the 
beginning or end of the volume. The printing, carried out 
by the Chiswick Press, is good and clear on substantial 
paper, and the black and red typography of the title page 
forms an excellent example of the printer’s art. W e like 
also the simple binding of dark blue, with lettering and 
R.A.M.C, crest in gold. The two illustrations, reproducing 
in black-and-white the title page and a single sheet, give 
a very imperfect idea of the beauty of the original work. 
General Pollock asks us to state that the volume can be 
obtained from Charles Whittingham and Griggs, Ltd., 
20, Took’s Court, Chancery Lane, E.C.4, or at the bookstall, 
Westminster Abbey. It is being sold below cost price at 
2s. 6d. in order to place it within the reach cf everyone. 
Single copies will be sent by post on receipt of an addressed 
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label and sixpence for postage; parcels of twelve will be 
sent carriage free. Many of our readers will undoubtedly 
wish to possess copies of this Roll of Honour. 


GOLD TREATMENT OF TUBERCULOSIS. 
Ws have already on two occasions (November 8th, 1924, 
p. 870, and November 22nd, 1924, p. 961) given particulars 
with regard to Professor Holger Moellgaard’s new method 
of treating tuberculosis. Tho well known difficulty of 
securing penetration of the lipoid envelope of the tubercle 
bacillus is thought to have been solved by ‘‘ sanocrysin,”’ 
which is described as an inorganic compound of gold and 
sodium. It is believed to combine with the bacilli, and so 
to render possible the bactericidal action of the gold com- 
ponent. Intravenous injection has been recommended, but 
intramuscular injection has also been found suitable. The 
sanocrysin appears to remain in the body for four to six 
days after injection, and to be capable of bactericidal 
activity to the end of this period. From the results of 
experiments on animals, Moellgaard believes that the 
remedy has no bad effect on the blood vessels, the blood 
corpuscles, or on the organs of the body. Blood pressure 
and respiration were not affected, and the kidneys were 
injured only if large doses were suddenly administered. 
Reactions occurred when the remedy was injected into 
tuberculous animals, and Moellgaard’s next step was the 
preparation of a serum containing antidotes to these re- 
actions but not interfering with the bactericidal effects. 
Dr. Secher of the Bispebjaerg Hospital, Copenhagen, has 
given an account of nearly 300 patients in various stages 
of the disease, and has discussed the dose which should be 
used in man. The treatment, he says, is not agreeable, 
but by means of it the duration of lesser degiees of tuber- 
culosis was much shortened, and in the more chronic cases 
good results were obtained if there remained a sufficient 
amount of tissue with vital energy. In some cases of rapid 
phthisis complete arrest resulted, and this happened also in 
some cases of miliary tuberculosis. Dr. Secher uttered the 
warning that in these more severe forms of tuberculosis the 
treatment was always extremely dangerous; it provided a 
last chance for the patient which might fail, and in that 
event might accelerate death. Early cases of glandular 
and pulmonary tuberculosis in children were treated with 
excellent results, but the later stages were less amenable. 
Local application of the remedy in surgical tuberculosis had 
proved beneficial. It is reported that special laboratories 
for the production of sanocrysin have been established 
under Professor Moellgaard’s direction, and that he has 
transferred the right of production to a company termed 
‘* The Danish Chemo-Therapeutic Company,’’ with a factory 
and laboratories in Copenhagen. The whole of the manu- 
facture, from the solution of gold in acid to the packing 
of the sanocrysin powder in small sealed glass vessels, is 
performed under strict aseptic conditions. For the supply 
of the British Isles and of all countries outside Europe the 
company is arranging to co-operate with Messrs. Parke, 
Davis and Co., of London and Detroit. Issues in this 
country are at present limited to a few selected hospital 
centres at which trials arranged by the Medical Research 
Council are in progress, and Professor Moellgaard does not 
propose to make the material available for general use 
until satisfactory results of these trials have been reported. 


THE USE OF CINCHONA ALKALOIDS. 
Tue discussion on the mode of employment of the cinchona 
alkaloids reported on page 159 is of peculiar interest. 
because so many different aspects of the subject were con- 
sidered. As Lieut.-Colonel Gage pointed out, there are 
two distinct problems involyed in the choice of antimalarial 





drugs. The first and easier problem is to find the best 
possible method of treatment for the minority of sufferers 
from malaria to whom the actual price of the drug is un- 
important; while the second and more difficult problem is 
to find a means to make antimalarial remedies available 
for those vast populations which live in extreme poverty in 
malarial districts in the East. This second problem requires 
the supply of large quantities of an efficient drug at the 
lowest possible price. Catering for the needs of the first and 
smaller class is naturally the more attractive commercial 
proposition, and up till now the aim of the planters has 
been to grow trees whose bark will yield the maximum 
amount of quinine. It appears possible, however, that a 
cheaper but equally efficient remedy might be obtained by 
growing trees whose bark would yield less quinine but a 
larger amount of total mixed alkaloids than those species 
of trees which are chiefly planted at present. Apart from 
the question of cost, the problem as to which is the best 
possible preparation cannot be regarded as finally settled, 
since Acton concluded that quinine was less effective than 
the dextro-rotatory alkaloids in cases of benign tertian 
fever, and the amorphous alkaloids have been highly com- 
mended by various workers. The cinchona alkaloids are 
required on such a vast scale that it is really an urgent 
imperial problem to answer the questions set out above as 
accurately as possible. As Lieut.-Colonel Clayton Lane 
pointed out, what we need is accurate knowledge of the 
manner in which the cinchona alkaloids kill malaria para- 
sites. At present we know that when these alkaloids are 
given in adequate doses the malaria parasite disappears 
from the blood, and in favourable cases is eradicated from 
the body; but this represents nearly the whole of our 
essential knowledge. We do not know whether the drugs 
kill the parasites directly or by some secondary action; 
we do not know whether the parasites are killed in the 
intracorpuscular or the extracorpuscular stage; and, 
finally, we do not know whether the intensity of the 
action depends on the maximum concentration of drug 
produced in the blood or on the length of time during 
which the drug is present in the blood. There are a dozen 
problems which need solving, and which can only be solved 
by systematic pharmacological and biochemical research. 
The need for establishing therapeutics on a firm scientific 
basis was well exemplified by the tragic history referred to 
by Sir Leonard Rogers. The hasty and inaccurate con- 
clusions drawn by one writer a hundred years ago as to the 
effects of cinchona sufficed to overthrow a perfectly sound 
therapeutic treatment of malaria, and to substitute for 
forty years a practice which was homicidal in its results. 
The obvious need is for a combined research organized on & 
large scale to ascertain as exactly and as carefully as is 
possible the mode of action and comparative efficiency of 
the cinchona alkaloids. Only when such information is 
available will it be possible to state with confidence the 
best policy to be followed in regard to the production of 
these drugs. 


TOXIN-ANTITOXIN AND ANATOXIN. 
Tne use of toxin-antitoxin in antidiphtherial inoculation 
has sometimes been accompanied by severe reactions, and 
in our issue of December 6th, 1924 (p. 1064), we drew atten- 
tion to the work of G. Ramon at the Pasteur Institute, 
where he has prepared a new product termed “ anatoxin,” 
which he believes to be both efficient and innocuous as al 
antigen. Ramon has now published a detailed account of 
his investigations. He found that when antidiphtherial 
serum was added in varying proportions to diphtheria toxin 
a gradually increasing opalescence appeared, and after & 
few hours at ordinary room temperature a definite floccula- 
tion became evident. This flocculation invariably appeared 





1 Paris Médical, December 6th, 1924, p. 480. 
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first in the tube in which toxin and antitoxin most nearly 
neutralized each other; and, according to him, it is a 
specific reaction depending on the interaction of an antigen 
and its antibody. Ramon found, moreover, that a toxin 
which had lost some of its toxicity by exposure at room 
temperature or other means might still retain its floccu- 
lating properties unimpaired. In the course of immunizing 
a series of horses for the production of antidiphtherial 
serum, Ramon realized that the antigenic value of a toxin 
did not depend on its toxicity, but was in close relation 
with its power of flocculation. This would appear to be 
a point of considerable practical importance, for it not only 
led directly to the discovery of Ramon’s ‘‘ anatoxin,’’ but 
also established a simple means of titrating in vitro an 
antigen or its‘antibody. He found that the less ‘ ana- 
toxin ’’ required to cause flocculation in a given quantity 
of antiserum, the greater was the antigenic power of that 
 anatoxin.’? By adding three or four parts of formol to 
1,000 parts of diphtheria toxin and incubating the mixture 
at 40° C. for one month, he discovered that the toxicity of 
the product had almost disappeared, while its flocculating 
and antigenic powers were unaltered. To this new product 
he gave the term ‘‘ anatoxin.’’ Other methods of producing 
* anatoxins ’? have been devised, but this is the quickest 
and most certain. Ramon describes diphtheria ‘‘ anatoxin ”’ 
as being a stable substance, unaffected by a temperature of 
70° C., or by being kept for twelve months in an ice-chest 
or at room temperature. For prophylaxis two injections of 
0.5 c.cm. and 1 c.cm., at an interval of eight to fifteen 
days, produced immunity in 90 to 95 per cent. of his cases 
in five to six weeks, and in 100 per cent. in two months. 
The optimum age for human immunization is given as 2 to 
5 years, and it is believed that in the majority of cases the 
immunity will persist throughout life, For therapeutic 
purposes Ramon thinks that ‘‘ anatoxin ’’? may be prefer- 
ably mixed with antitoxin; its value was most evident in 
the treatment of carriers, and in the prevention of the 
sequelae or late complications of diphtheria. It permits 
of the hyperimmunization of horses. Serums of higher 
titre were obtained with considerable economy of time and 
material, and with no risk to the animal. Dujardin- 
Beaumetz and Malherbe are reported to have had encourag- 
ing results in the treatment of ozacna with diphtheria 
“ anatoxin ’? used in a similar way. Working on the same 
lines Descombey has produced a tetanus ‘‘ anatoxin.’? The 
special value of this latter “ anatoxin ” will probably be 
prophylactic for man and animals, and an excellent anti- 
serum appears to have been obtained by immunizing horses 
with it. Weinberg and his co-workers have similarly con- 
verted botulinus toxin and the toxin of gas gangrene into 
their corresponding ‘ anatoxins,’? and with them have 
obtained from horses antiserums of high titre. Ramon is 
at present working with Dumas in the preparation of a 
dysentery ‘‘ anatoxin”’ and an “‘ anatoxin ’’ for abrin and 
cobra venenes. 


THE FOUNDER OF THE IRISH COLLEGE OF 
PHYSICIANS. 
To celebrate the three hundredth anniversary of the birth 
of John Stearne (1624-1669), the Royal College of Physicians 
of Ireland held a reception on November 26th last and 
listened to a scholarly address of great literary distinction 
dealing with their pious founder’s life and activities 
delivered by the Registrar, whose numerous essays on the 
same lines mark him out as the author to provide us with 
& complete history of the Irish College of Physicians, as a 
companion volume to his History of the Medical Teaching 








1 John Stearne, M. and J.U.D, An Address delivered in the Royal College 
4 Physicians of Ireland on the Three Hundredth Anniversary of his 
irth, November 26th, 1924, by T. Percy C. Kirkpatrick, M.D., D.Litt., 
ellow and Registrar, R.C.P.I. Dublin: Printed at the University Press. 
25. (Pp. 23; 1 plate.) 








tn Trinity College, Dublin, and of the School of Physic in 
Ireland (1912). His address recalls another on the same 
subject given by Dr. Mahaffy on the occasion of the bicen- 
tenary (June, 1912) of Trinity College, and it may therefore 
truly be said that Stearne has been fortunate in his bio- 
graphers—T, W. Belcher (1865), Mahaffy, and T. Percy C. 
Kirkpatrick. Stearne entered Trinity College at the tender 
age of 14) years, and became a scholar in 1641; but the 
times became so troublous that the Provost sought refuge 
in England, and among others Stearne followed his 
example; in 1642 he entered Sidney Sussex College, 
Cambridge, where he almost immediately took the B.A. 
degree, proceeding to the M.A. in 1646; in the intervening 
four years, the happiest part of his life, he probably read 
deeply in classics, the philosophical works of the ancient 
fathers of the Church, and medicine. Francis Glisson was 
Kegius Professor of Physic (1637-1677); Wharton of 
Pembroke and the Adenographia and George Ent of 
his own college were then associated with the University. 
About 1649 the times again obliged him to move, and on 
this occasion he went to Oxford, where he turned in his 
distress first to Stoic philosophy and then to peace in 
Bedfordshire. But in 1651 he was admitted a Fellow of 
Trinity College, Dublin, becoming a Senior Fellow in the 
next year and proféssor of Hebrew in 1656; as he was also 
professor of medicine and perhaps lectured on law, he is a 
typical example of the all-round excellence of a Fellow of 
Trinity. His seventeen years of residence were extremely 
busy and saw much productive work; he wrote six books in 
Latin, all on _ plhilosophico-theological subjects and not 
dealing primarily with medicine; his erudition was great, 
but originality—in those days a dangerous property—was 
not obvious in his writings. As a medical practitioner: he 
followed Hippocrates rather than Galen, being an ardent 
supporter of physical therapeutics, and an enthusiastic 
advocate of the use of cold water, tobacco (chiefly by 
chewing), opium, and the smell of freshly dug earth, 
which, Dr. Kirkpatrick slyly adds, may also “‘ explain the 
benefit which some golfers believe that they obtain from 
the pursuit of the game.’”’ In 1661 Stearne set about 
founding the College of Physicians, obtaining a Royal 
Charter from Charles If in 1667, and was nominated 
President for life. 


THE DRAMA IN CIVILIZED LIFE. 
Ar the social evening of the Royal Society of Medicine last 
Monday evening, January 19th, Miss Lena Ashwell (Lady 
Simson) addressed a large audience of Fellows and their 
guests on the subject of ‘‘ The drama as a necessity of 
civilized life.’”? Introducing Miss Ashwell, the President of 
the society, Sir StClair Thomson, described the arts as 
holding the same position in mental well-being as vitamins 
held in relation to bodily health. Miss Ashwell’s address 
was an able development of this theme. During the late 
war tho national importance of the drama was recognized, 
though tardily, by the military authorities, and she had 
herself been authorized to organize concert parties, which 
went to France, Egypt, Palestine, and other areas. The 
success of these parties afforded a proof of the real interest 
taken by the mass of the population of this country in the 
drama, yet the theatre was now rapidly losing ground to 
its unworthy competitor, the cinema. While this country 
possessed the richest dramatic literature of any nation 
since the time of the ancient Greeks, it was only rarely 
that good plays could be seen even in the large pro- 
vincial centres. This was partly due to the taxation of 
the theatre as a luxury, so that good plays were generally 
attended by financial loss to those producing them. It 
would be a national calamity if the drama were allowed to 
die out in this country, and its place taken by films of 
transatlantic origin, the influence of which was often 
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life which they portrayed. During the evening Sir T. M. 
Legge exhibited several specimens of fifteenth-century 
stained glass recovered from a scrap-heap. These had 


evidently come from a church in East Anglia, and the. 


faces of saints and the Madonna had been iconoclastically 
defaced in Cromwellian days. Similar glass was to be seen 
in the Church of St. Peter Mancroft, Norwich. 


“ERA.” 
A versatm™ report will be found at page 179 of a joint 
meeting of the Sections of Medicine and Electro-Thera- 
peutics of the Royal Society of Medicine, to which Sir 
Thomas Horder communicated the results so far obtained 
from an investigation, conducted by a small committee 
of which he was chairman, into the electronic reactions of 
Abrams, with special reference to the emanometer of Boyd. 
The full text of this committee’s preliminary report, advance 
slips of which we have seen by the courtesy of Sir Thomas 
Horder and Dr. Heald, is accompanied by two appendices 
containing reports of experiments made chiefly at Glasgow 
with Dr. E. W. Boyd’s emanometer. It is a considerably 
longer document than the address delivered, but the address 
appears to contain all the essential points. The other 
members of the committee were Dr. C. B. Heald, medical 
adviser to the Department of Civil Aviation, Lieut.-Colonel 
Lefroy of the Air Ministry, Mr. Whately Smith, employed 
as a physicist by the same Ministry, and Mr. M. D. Hart, 
employed as a physicist at the War Office. The committee 
later on had the co-operation of Mr. E. J. Dingwall, M.A., 
a research officer to the Society of Psychical Research, and 
was able to command the whole-time services of Mr. Anson, 
recommended by the authorities of Faraday House as well 
qualified to undertake original work in experimental 
physics. After some introductory remarks, Sir Thomas 
Horder gave a demonstration of lantern slides and appar- 
atus in order to show the conditions under which the in- 
vestigations were conducted, and then proceeded to his main 
address, which we print verbatim. Some copies of the full 
report were made available among the audience, which 
filled the Barnes Hall of the Royal Society of Medicine; 
it would appear that certain reporters of lay newspapers 
secured copies. Judging from the articles published in 
these newspapers on the day after the meeting and subse- 
quently, the impression they gathered was that the investi- 
gations of the committee could be held to justify the 
continued use of ‘‘ E.R.A.’’ methods in medical practice. 
This, however, does not seem to us to be the conclusion 
that can legitimately be drawn from Sir Thomas Horder’s 
communication. The conclusions arrived at by the com- 
mittee, he said, leave the position of the practising 
electronist as scientifically unsound and as ethically un- 
justified as it was before; they give no sanction for the 
use of ‘‘ E.R.A.’’ in the diagnosis or in the treatment of 
disease. What we have for convenience termed “ the full 
report ’’ contained a criticism of this JourNat which was 
not embodied by Sir Thomas Horder in his address to 
the Royal Society of Medicine. The exact status of the 
full text is not clear to us. The full text, we gather, is to 
be considered as of the nature of a preliminary communica- 
tion, and there is as yet no statement that it has been or 
will be published. We therefore refrain from any com- 
ment on this and other sections of the full text, which we 
must still regard as confidential from our point of view. 
We cannot undertake to publish replies from individual 
practitioners of ‘‘ E.R.A.’’ to the collective communication 
which has now been received by the Royal Society of 
Medicine; any reply by them should be a collective reply 
from some committee or society they recognize as repre- 
sentative of their views. 
2 





MEDICINE IN JUGO-SLAVIA. 
Tue last fifty years have seen remarkable progress in the 
teaching and practice of medicine in some of the associated 
countries included in the post-war State of Jugo-Slavia, 
After a long period of lethargy, due to social and political 
reasons, the national life of Croatia began to awake, and 
numerous literary and social societies were established 
between 1860 and 1870. In 1874 the Croat University at 
Zagreb was founded, and included among its more impor. 
tant scientific societies was the Medical Association of 
Croatia and Slavonia. For the last fifty years this 
association has been the centre of medical science in the 
country, and its activities have given birth to much 
hygienic legislation and progress in knowledge. The asso- 
ciation was from the start the sole representative organiza. 
tion of medical practitioners in the two countries. Various 
congresses have been held dealing with a large variety of 
subjects, and in 1877 the official journal of the association, 
the Lijecnicki Vjesnik, appeared for the first time. One of 
the first aims of the association was the organization of a 
faculty of medicine at the Croat University of Zagreb—an 
ideal realized in 1917. In 1923 the association created a 
body to deal with the many and varied social interests of 
its members. The jubilee of the foundation of the asso 
ciation occurred last year; in connexion with this the 
Lijecnicki Vjesnik has published a special commemoration 
number, which includes sixteen medical contributions in 
English, French, or German. The general intention of this 
special number is to demonstrate the present position of 
the various departments of medicine in Jugo-Slavia. 


INFLUENZA. 

THE deaths attributed to influenza are becoming more 
numerous. In the week ending January 10th, 124 were 
registered in the great towns—an increase of 24 over the 
return of the previous seven days. No city but London, 
with 28, recorded more than 10 deaths, but Bolton returned 
9, Manchester 6, and Salford 5. Twelve months ago there 
was a similar increase, and there is no reason to appre 
hend that the present recrudescence is a formidable one. 
Clinically there has been a good deal of ‘‘ influenza ’’ this 
autumn, but, we understand, of mild type. Cases of 
tonsillitis seem to have been very numerous in some London 
suburbs. 


THE HALF-YEARLY INDEXES. 

Tue usual half-yearly indexes to the Journat and to the 
SvuprLEMENT and Eprtom® have been published; they will, 
however, not be issued with all copies of the Jovurnat, 
but only to those readers who ask for them. Any 
member or subscriber whe desires to have one or all 
of the indexes can obtain what he wants, post free, 
by sending a postcard notifying his desire to the 
Financial Secretary and Business Manager, British 
Medical Association, 429, Strand, W.C.2. Those wishing 
to receive the indexes regularly as published should 
intimate this desire. 


A TELEGRAM from the correspondent of the Daily Mail 
in Melbourne announces that Major-General Sir Neville 
Howse, V.C., K.C.B., Director of the Australian Army 
Medical Service, has been appointed Minister of Defence 
in place of Mr. E. K. Bowden, who has resigned fot 
reasons of health. Sir Neville Howse served in South 
Africa (1900-2), was P.M.O. to the Australian naval and 
military expedition to German New Guinea and the Pacifi¢ 
Islands (1914), and was D.M.S. of the Australian Fore 
during the war, including the expedition to the Dardanelles. 
In 1923 he was Australian representative at the League 
Nations Assembly. 
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THE ELECTRONIO REACTIONS 
OF ABRAMS. 


COMMUNICATION TO THE ROYAL SOCIETY OF 
MEDICINE BY A COMMITTEE OF WHICH — 
SIR THOMAS HORDER IS CHAIRMAN. 
A so1NtT meeting of the Sections of Medicine and Electro- 
Therapeutics of the Royal Society of Medicine was held on 
January 16th, when a preliminary communication concern- 
ing the ‘electronic reactions of Abrams,’’? with special 
reference to the ‘‘ emanometer’”’ technique of Boyd, was 
presented by Sir Thomas Horder. The communication was 
a report of a small investigating committee consisting of : 
Sir Thomas Horder; Dr. C. B. Heald, medical adviser to the 
Director of Civil Aviation; Major H. P. T. Lefroy, head of 
Wireless Research at the Air Ministry; Mr. M. D. Hart, 
engaged on physical research on behalf of the War Office; 
and Mr. Whately Smith, engaged on similar research at the 
Air Ministry. Sir Thomas Horder acted as chairman of 
the Committee. Copies of the extremely bulky report, which 
formed the basis of Sir Thomas Horder’s remarks, were 
distributed to a number of those present. 

Dr. Rosert Hurcuison (President of the Section of 
Medicine), who occupied the chair, said that there was some 
doubt amongst the members of the council of the Section 
concerned whether Abrams’s phenomena were worthy of dis- 
cussion at all, and that for obvious reasons; but it was 
finally decided—and he thought rightly—that it would not 
be becoming of such a society to reject purely on a@ priori 
grounds a communication which dealt in a perfectly scientific 
spirit with a set of phenomena which, to say the least, had 
excited very considerable interest. This was in the nature 
of a preliminary communication. It was not designed to be 
complete and final, and therefore it was a question whether 
it could profitably be followed by any general discussion, 
which must, if it took place at all, take place on a later 
date. 


Sir Tuomas Horper’s Inrropuctory Remarks. 

Mr. President, Ladies, and Gentlemen,—In the first place, 
Dr. Hutchison, I desire, both for myself and my colleagues, 
to thank you and your fellow members for giving us this 
opportunity of bringing the communication before you. In 
affording this opportunity to us you have shown no little 
courage, since you have risked the censure of those—and 
they are neither few nor unsubstantial—in whose nostrils 
this subject has an odour which is quite unsavoury. I can 
only hope, Sir, that you will not regret your decision, but it 
will rather redound to the credit of both of these important 
branches of our society. 

I spoke of my colleagues, and I hasten “to say that I am 
not standing here this evening on my own behalf. I am 
here to represent a small committee of investigation, whose 
joint views I am entrusted to express as adequately as I am 
able to do. For what I say, therefore—assuming I do not 
stray too far from the context of the communication which 
is in fact a report of a committee—I do not accept all the 
responsibility. By the same token I cannot, even if I wish 
—and I do not—claim more than one-fifth of any credit 
which may be due to us. Nor again, if you disapprove of 
our work, need I feel the onus of more than one-fifth of your 
censure. The names of this small investigating committee, 
and their claims to fitness for such work as has been 
attempted, will be found in the body of the communication, 
Section 4. I also see that the names appear without detailed 
qualifications as to fitness on the front page of the galley 
sheets you have before you. The genesis of this committee 
is also sketched in the same section, and its varied interests 
are mentioned. For myself, I have held the honourable 
chairmanship of the committee, but, apart from this, my 
own contributions are small in comparison with that of my 
colleagues. Since three of those are laymen, it fell to either 
Dr. Heald or to myself to make this communication. My 
position as chairman made it easy for Dr. Heald to escape 
the task with which I find myself faced. 

[ will not take up your time by advancing all the reasons 
which led us to choose the Royal Society of Medicine as the 











body before whom this report should be brought. I will only 
mention three of those reasons, but I would like to dilate 
upon the third. In the first place, it is to be noted 
that it was in the field of medicine that the electronic 
reactions of Abrams, which I shall call ‘‘E.R.A.”’ for short, 
originated. In the second place, it is common knowledge 
that the electronic reactions of Abrams have become esta 
lished as methods of diagnosis and treatment in the practice 
of a number of registered medical men, even to the exclusion 
of more recognized methods. Thirdly, we feel strongly that 
it is high time that the various questions surrounding such 

ractice should be ventilated before an unprejudiced 
tribunal such as this society; and since neither coaxing nor 
baiting, nor even sincere invitation, has induced the prac- 
tising electronists of this country to tell us exactly what 
they are doing, so that just criticism may be offered on the 
one hand and justification pleaded on the other, it seems 
only right that we who are not electronists should ventilate 
the matter for them. It may be advanced that there is 
already a Society of Electronists where these questions are 
debated, but may we not know something of its business, its 
aims, and its transactions? Is it conceivable that medicine 
can be advanced by masonic methods of this kind? 

Now, there does seem to be a stirring of the waters; to 
change the metaphor there are signs of a mancuvring for 
position. Indirectly a plea has been entered for recogni- 
tion, and an amazing sentence was to be read in a letter 
from an ‘electronist in a medical journal last week. 
‘‘ Now,” he says, ‘‘ that the subject is receiving a greater 
measure of consideration than before, it seems only right 
and fair that the position of genuine Abrams workers in 
this country should be properly appreciated.’’ We are not 
offered any definition of what ‘‘ a genuine Abrams worker ””. 
a | be. I venture to say that if the definition includes any 
such notion as seeking after proof with a sense of respon- 
sibility to medicine and to the public, it is quite true 
that no Abrams worker has yet had the appreciation he 
deserves. 

Demonstration. 

Sir Thomas Horder then went on to show on the lantern 
screen certain diagrams and pictures of the apparatus. The 
wiring of Abrams’s apparatus is shown in Fig. 1, repro- 
duced on this page, and that of the Boyd apparatus in 
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Fig. 2. Sir Thomas Horder said he supposed a good many 
of those present were as ignorant of the Abrams method 
and technique as was the editor of a certain card, 
who converted the word. “ electronic’? into “ electro- 


tonic,”? so that if that editor were present that evening 
at least one of the audience would start at scratch | 
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he, nor perhaps his colleagues, were prepared to say that 
‘ electro-tonics ’? might not be as near the truth as “‘ elec- 
tronic.” As a matter of fact, as he thought the audience 
would conclude at the end of the meeting, they all stood at 
scratch in regard to this question. : 

- The diagrams showed the series of instruments used in 
the Abrams technique. They were called—not (Sir Thomas 
Horder said) that the name appeared to mean anything— 
the ‘‘ dynamiser,”’ in which the specimen of blood was placed 
for examination, the amplifier, and two so-called ‘ reflexo- 
phones,”’ from the end of which a flex ran to the forehead 
of the subject. Another picture showed that, attached to 
the ‘‘ dynamiser,’’ there were a couple of metallic contacts 
connecting with a piece of filter-paper containing the drop 
of blood, and then, in series with the amplifier, two 
‘€ reflexophones ”’ with wires to the forehead of the subject. 
Other lantern slides illustrated the Abrams technique, with 
the very simple so-called ‘‘ reflexophones,”’ a single instru- 
ment without the amplifier, representing the Abrams 
method reduced to the simplest possible terms. As to how 
much simpler these terms might be nobody knew. He 
would forgive those who had been a little flippant about the 
gadgets connected with this technique, because it was very 
difficult to be serious; one did not even know whether 
perhaps the coal-scuttle or a pair of tongs might not replace 
them, or, in fact, whether any instrument was really neces- 
sary at all. He handed round in the meeting an example 
of the so-called ‘‘ resistance box,’’ which might have been 
in the hands of the late Albert Abrams himself. There were 
a number of studs, with a revolving contact-maker, but 
whether it acted as a resistance box or, as Boyd thought, 
as an inductance was a matter of dispute. 

Another slide showed the interior of one of these “ reflexo- 
phones ”’ or so-called “ resistance boxes.’’ These boxes were 
sold or leased at very high prices to the early disciples of 
Abrams, who signed a contract that they would not open 
the box to see what was in it. Therefore (Sir Thomas said) 
one might very well compliment Dr. Boyd on his ingenuity 
in z-raying the instrument from the outside, thus getting 
a very definite and exact idea of what it contained. 

Sir Thomas Horder then illustrated various applications 
of these instruments as introduced in the evolution of the 
technique in the hands of Dr. W. E. Boyd of Glasgow. One 
of these was a new experimental coil wound for inductance; 
Dr. Boyd started with the idea that it really acted as an 
inductance and not as a resistance at all, and naturally he 
constructed his own inductance on scientific lines. The 
intensity scale, as it was called, was also illustrated on the 
screen, with the specimen (in this case a chemical substance 
in a glass bottle) and the so-called ‘‘ receiving plate,’’? which 
could be moved nearer to or farther from the specimen. 
The next picture was the “ lay-out ’’ of the Boyd apparatus. 
As soon as Dr. Boyd discovered that a really essential part 
of the experiment, in order to get any consistent results at 
all, was very careful screening of apparatus and subject, 
and of operator also, he elaborated his apparatus accord- 
ingly. Other slides showed the evolution of the technique on 
the Boyd lines, in respect of the screening, not merely of 
the apparatus used, but also of the subject and the operator. 
The effort to replace the human abdomen as a detector, by 
instruments which could give, by a graph or some other 
method, an indication of something happening, had hitherto 
failed. The percussor, therefore, and the percussed were 
still essential parts of the “ lay-out,’’? and the lantern 
slides showed a boy percussing his colleague with his arms 
put through a flexible copper gauze screen. Other phases 
of the experiment were also illustrated. The final picture 
showed the apparatus in its present form—a form which 
had been evolved subsequent to the experiments to be 
described later, and which had not even been seen by his 
colleagues on the committee. 


EXPERIMENTS WITH THE APPARATUS. 
Sir Thomas Horder then proceeded with the communica- 
tion proper. He said: 
In proportion to the results obtained, it may be thought 
that this report is unnecessarily prolix. The present investi- 


gators have not found it so simple as might be thought to 
justify in a few words the important conclusions which they 
In his presidential address 


have drawn from their evidence. 








before the Pathological Section of this society this year, 
Professor Clark spoke of the Abrams technique as one of 
the most glaring examples of quackery, and said that the 
claims appear to be of such a nature that their truth or 
falschood could be demonstrated in a few hours’ test. Well, 
I shall not offer any apology for so conspicuous an absence 
of facility on the part of my committee; I will rather con. 
tent myself with the reflection that it was not for want of 
experience that our fathers conceived the truth as lying 
at the bottom of a well, and that much of what lay on thie 
top of it was what Professor Clark calls falsehood. 

This communication is concerned with the procedure and 
results of an investigation of which the object was to deter. 
mine, as conclusively as might be practicable, whether ther 
be any valid basis for the claims put forward in respect of 
the so-called ‘‘ electronic reactions ’? of Abrams, or of any 
analogous technique allied thereto or developed therefrom, 

The conclusions which have been reached, and the con. 
siderations which led to them, will be discussed below, but 
before proceeding to this main body of the communication 
four important points must be emphasized. First, it has 
been found necessary to refer in some detail to certain 
earlicr comments and so-called investigations. For other. 
wise it would have been impossible properly to justify all 
the views here expressed, adequately to anticipate inevitably 
criticism, or even to explain the discrepancies between the 
results of this study and those of previous imvestigators, 
Second, it must be clearly understood that this inquiry has 
been confined exclusively to what may, for convenience, 
be termed the ‘ diagnostic’? aspects of the techniques 
concerned ; that is to say, no attention whatever has been 
paid to the ‘“ oscilloclast ’? and ‘‘ electro-bioscope,’’ or to 
similar contrivances. Third, it is essential that a clear 
distinction be preserved between these two pieces of appar 
atus. It is commonly but erroneously supposed that the 
instrument of Boyd is no more than a minor variation on 
that of Abrams, whereas it appears actually to be a design 
de novo based on a different conception of the phenomena 
involved. Fourth, as will be seen later, certain important 
experiments were carried out in which homocopathic drugs 
happened to be used as test substances. The present in 
vestigators wish specifically to emphasize that acceptance of 
the results of such tests does not involve recognition of 
homocopathic doctrines as regards either fundamental 
principles or clinical methods. 

It may also be noted here that for various reasons none 
of the investigators has himself mastered either of the 
techniques concerned, so that it has been necessary, as it 
would in any case have been desirable, to rely for tests and 
experiments upon the work of exponents who are familiar 
with them. The investigators wish to take this opportunity 
of thanking all those who have given demonstrations or 
collaborated in the work, and of expressing in particular 
their gratitude to Dr. W. E. Boyd, who has not only given 
them the fullest facilities for investigation, but has willingly 
submitted to the imposition of the most rigid control during 
crucial tests. 

I do not propose to overburden this communication, whic 
in any event must be somewhat lengthy, with an extended 
account of the career of Dr. Abrams, or of the details of 
his various instruments and methods. Not only are these 
facts largely irrelevant to the main issue involved, but 





they are already widely known and reasonably accessible, 
so that it will be sufficient to record that Abrams was born 
in 1863, obtained his medical degree at Heidelberg in 1882, 
practised for many years in San Francisco, founded in 
1210 a mode of treatment known as “ spondylotherapy,” 
and introduced his so-called ‘‘ electronic reactions ’’ in 1916 
He died in 1924, 

It is scarcely surprising that claims of this character 
were in general received both by the medical profession 
and by lay critics with a scepticism tantamount to hostility. 
None the less a certain number of practitioners obtained 
by sending specimens to Abrams for diagnosis, results which 
persuaded them that some at least of his claims were nol 
wholly unfounded, and the technique accordingly sp 
until at the present time there are, it would appear, many 
hundreds of exponents of his diagnostic and curativé 
methods in the United States of America alone. It is tru 
that of these adherents all too large a proportion are of 
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the variety. known as “ advertising specialists,’ but there 
has always been, and still is, a certain reputable minority 
who, whether they have adhered to the original Abrams 
apparatus, or, like Dr. Boyd, have devised conspicuous 
modifications, have sought patiently and sincerely to 
elucidate the problems involved and to eradicate such 
errors as they have encountered. This fact, taken in con- 
junction with the importance of the issues at stake, should 
see sufficed to ensure for the technique a judicial and 
painstaking investigation and to save it from the bigoted 
and a priert condemnation in which, actually, critics almost 
exclusively indulged, and of which alone the majority appear 
capable. 

It would be idle to deny that Dr. Abrams constantly put 
forward the most startling claims on the slenderest evi- 
dence; that he persistently evaded test conditions; that he 
expressed himself in a jargon characteristic of charlatanry ; 
or that he had no scruple in selling or leasing to others, 
at high charges, apparatus crudely constructed and at 
best imperfectly developed. But all this, although indi- 
cating an unfortunate lack both of scientific method and of 
scientific conscience, is no justification of the manner in 
which the subject has been handled by critics. For the 
possibility should not have been forgotten that Dr. Abrams 
might, in fact, have lighted upon a discovery of genuine 
scientific importance, and yet have elected to exploit it 
to the utmost for immediate advantage in preference to 
entering upon a prolonged, laborious, and financially 
unprofitable research. 

Historically, a close parallel may be found in the case of 
Mesmer, who unquestionably discovered—or rediscovered— 
phenomena of the utmost interest, but by his thaumaturgic 
ritual, preposterous terminology, and imperfect methods 
so vitiated his own case that it was only after many years 
of labour by such men as Braid, Esdaile, Elliotson, 
Bernheim, and Charcot that the principles of hypnotism and 
suggestion were established as scientifically valid. It seems 
probable that the sequence of events in the present case 
has been closely similar, and it is at least certain that the 
methods of criticism hitherto employed have served mainly 
to create an atmosphere of bitterness and suspicion without 
contributing in any proportionate degree to the settlement 
of the issue. It is, indeed, not at all surprising that the 
ineptitude displayed has so alienated the sympathies of 
electronic practitioners that they have frequently refused 
to submit to the ‘ tests ’’—so called—which have been 
suggested, although on the other hand their omission, 
speaking generally, to recognize the limitations of their 
nethods or to suggest fair trials is greatly to be regretted. 

Much space has been occupied in various periodicals and 
elsewhere by articles and commentaries dealing with the 
Abrams technique, but it is neither necessary nor desirable 
to consider here more than certain representative examples. 
Such matter as the sensibly non-committal articles in Truth, 
the eulogies gf Mr. Upton Sinclair in Pearson’s, and the 
quasi-technical propaganda of the so-called ‘‘ Electronic 
Research Laboratories,’ may legitimately be omitted 
altogether, for they have no bearing on the fundamental 
issue as to whether the claims of Abrams have been com- 
pletely refuted or in some degree substantiated. Such 
evidence as is available is to be found, rather, in accounts 
of tests as in the Scientific American and in the Journal 
of the American Medical Association, or in the attacks of 
the Dearborn Independent and the Britisu Mepica. 
JOURNAL, 

In the second category, pride of place must unquestion- 
ably be given to the Scientific American, the staff of which 
appear to have been wtnique in conducting a bona-fide 
luvestigation of the merits of the case on a scientific and 
experimental basis. The responsible committee seems to 
have made prolonged and sincere efforts to apply fair tests 
capable of yielding convincing results, but they complain 
that they have been much hampered by the evasions of 
electronic practitioners or by their reluctance to submit 
to experimental control. The results obtained were 
tniformly negative, and the verdict of the Committee was 
as follows: 

“This Committee finds that the claims advanced on behalf of the 
tlectronic reactions of Abrams, and of electronic practice in general, 
are not substantiated; and it is our belief that they have no basis 








in fact. In our opinion the so-called electronic reactions do not 
occur, and the so-called electronic treatments are without value.” 

It was, perhaps, unfortunate that the first test under- 
taken should have consisted in the attempted identification 
of pure cultures of micro-organisms, for, in spite of the 
approval of the practitioner concerned, it is at least possible 
that the technique when applied to diagnosis from specimens 
of diseased blood operates by virtue, not of the micro- 
organisms themselves, but of certain products of the inter- 
action which might be lacking in a pure culture. It seems 
probable also that the Committee might have obtained 
more positive results if they had concentrated on very 
simple tests of a ‘‘ Yes or No”’ character instead of the 
more elaborate problem of localizing diseased teeth or the 
somewhat complex ‘‘ blood-selection ’’ test described in the 
issue for June, 1924. It is interesting to note, in this latter 
connexion, that the results actually obtained were con- 
siderably worse than would be expected if pure chance were 
alone responsible. The Committee appear to have regarded 
this as specially strong evidence against the technique, 
whereas it actually suggests that some cause other than 
chance was operative—that is, that the apparatus was in 
some fashion working, though not in the way that was 
intended. Other factors which may have vitiated the 
experiments will be indicated later. 

It should consequently be evident that at the time when 
the present inquiry was initiated there had arisen a serious 
need for a more enlightened and searching investigation 
of electronic techniques than had previously been accorded 
to them. On the one hand, it was clearly in the public 
interest that a question of such importance should be 
settled as speedily and as conclusively as possible; on the 
other, it was not less clear that the polemical methods so 
far adopted by the critics and the consequent diffidence dis- 
played by the electronists were calculated indefinitely to 
retard any such result. 


The Prima-facie Evidence. 

I will turn now to the prima-facie evidence, with which 
I will deal somewhat briefly. Reference has been made 
in the previous section to what may be described as the 
prima-facie evidence—that is to say, to those incidents 
and evidential items which collectively persuaded the present 
investigators that the claims of electronic practitioners were 
not necessarily all ill founded and that the inquiry was, 
in spite of disappointments, worth pursuing; but it must be 
understood that it has been collected over a considerable 
period of time, and that while some parts were obtained 
before ever serious investigations were initiated, others are 
of comparatively recent date, and contemporary with certain 
stages of the fuller research. 

It will not be necessary, for the purposes of this section, 
to describe the many tests and demonstrations which yielded 
negative results, for it is naturally to be expected that a 
technique of this kind weuld fail whenever conditions hap- 
pened to be unfavourable; whereas the object of the inquiry 
was to ascertain whether the methods concerned ever yielded 
successful results which could not reasonably be attributed 
to pure chance, ingenious guess-work, or deception. It will 
therefore be sufficient to cite a few of those more successful 
experiments which encouraged the investigators to believe 
that delicate, or indeed erratic, as the electronic techniques 
might be, there still existed some genuine foundation for the 
claims made on their behalf. 

For this purpose three cases of special interest have been 
selected, mainly on the grounds that they were of a sufii- 
ciently concrete nature to admit of reasonably succinct 
description ; but it must be remembered that in addition to 
these there was encountered from time to time a large 
amount of more or less impressive evidence albeit of a some- 
what indefinite character. 

The first notable experiment was conducted in September, 1923, 
as follows: A certain demonstrator was given six specimens of 
sputa on filter-papers placed in different envelopes (numbered 
according to a key by Dr. Heald), and was told that these six 
specimens constituted three pairs of which one pair was taken from 
Dr. Heald and another from Dr. C. H. 8. Taylor of Cambridge, 
while the third pair was blank. The problem was to pair the 
specimens correctly. This the demonstrator successfully achieved, 
and, in addition, by comparing the “ reactions” given by these 
specimens with those from known specimens, he correctly stated 


which pair was from Dr. Heald and which from Dr. Taylor, It 
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is easily seen that the chance of this being effected by accident is 
equal to 1/5x1/3x1/2, or 1 in 30; for if one specimen be taken to 
start with, it can be associated as a pair with any of the remain- 
ing five, of which alternatives only one will be right; similarly 
there are three ways in which the remaining four specimens can be 
paired, while the final discrimination can clearly be done in either 
of two ways. This, then, may be considered a very successful 
demonstration. 

The second experiment to be considered was of a somewhat 
different character. It will be remembered that in the Boyd 
“emanometer ”’? technique the specimen is carried in a sliding 
holder, the distance of which from the fixed receiving plate of the 
instrument can be varied and measured in centimetres on a suit- 
able scale. I have here the aciual instrument with the receiving 
plate, and this gap can be measured accurately, It is claimed that 
the ‘intensity’ of the “emanation ’—of course I cannot read 
the inverted commas, but by “ intensity’? we know very little 
of what is meant, and by “ emanation” we know still less, but 
one has to choose some words in order to get on—can be esti- 
mated by noting at what value of this distance the reaction 
disappears, as the sliding holder is moved away from_the receiv- 
ing plate, or reappears as it is moved towards it. It was con- 
sidered that if the reactions were of a genuinely physical character 
it should be possible for the operator correctly to identify the 
point on the scale at which a specimen began io record (that is, to 
obtain a reasonably consistent series of ‘‘ intensity readings ’’) even 
if the holder were moved by some other person in such a way as 
to be invisible to him. 

Another demonstrator kindly consented to carry out some tests 
on these lines, and two sets of experiments were accordingly made. 
The procedure was substantially as follows: the demonstrator, 
having obtained a satisfactory reaction on some convenient 
“wave ’’ from the specimen in question, proceeded to determine 
its ‘‘ intensity ’’ in the manner indicated above, and the scale 
reading denoting this ‘‘ intensity ’’ was recorded. We _ will say 
that the specimen is a certain distance from the receiving plate. 
The experimenter then placed the slider in some other position 
and, under the demonstrator’s direction, moved it nearer to or 
further from the receiving plate until the demonstrator considered 
that it was in the same position as before (that is, was showing 
the original ‘‘ intensity reading ’’). The actual position on the 
scale was then noted and the procedure repeated. Screens were 
so arranged that the slider was always invisible except to the 
experimenter, and he took pains to vary its position at the 
beginning of each trial in an arbitary fashion and not to afford 
any clue by his movements, etc., which might be helpful to the 
demonstrator. 

Then follow the records of five of those series. You will see 
the actual figures in centimetres in which the administrator replaced 
the specimen after it was displaced by the experiment. 

It is clear that with this form of test it is difficult to assess with 

recision the chance of the operator obtaining the observed results 
by accident. It is, however, evident by inspection that the values 
obtained under test conditions group themselves in every series 
(except in the third, when the subject was obviously fatigued) 
reasonably closely around the “‘ correct value ”’ as previously deter- 
mined by the demonstrator. 

The mean error of all trials is 5.78 em, or, if we exclude cases 
in which the trial may have been vitiated by the fatigue of the 
subject, about 4.32 cm. The demonstrator never claimed to work 
to finer limits than plus or minus 5 cm., so we can conveniently 
take this range as a standard. If we consider any test result within 
f cm. of the previously determined intensity as “ righi,’’ and any- 
thing outside this limit as ‘‘ wrong,” we find that the demonstrator 
obtains twenty-six successes to eighteen failures, or—with the same 
reservation as before—twenty-three successes to twelve failures. 
Now the scale is about 55 cm. long, so that the chance of any 
test” intensity being, by accident, within 5 cm. of the previously 
determined value is about two-elevenths. If pure chance alone 
were at work, therefore, we should expect the demonstrator to 

roduce an average of about two successes in eleven trials, whereas 
1e actually succeeds rather more than siz times in eleven according 
to the less favourable computation, or rather more ihan scven 
times on the more favourable. 

The last of the definite experiments to be recorded is somewhat 
similar in type to the foregoing, inasmuch as it was not a matter 
of diagnosis or of identifying specimens, but of testing a purely 
technical point which the exponents of the technique regarded as 
established. It is believed by Dr. Boyd and his colleagues that if 
an carthed metal plate be interposed between a specimen and the 
receiving plate of the apparatus, the reactions due to the former 
will be cut off. That is to say, if the metal plate be placed between 
them the reaction obtained by the experimenter will cease or dis- 
appear. This alleged phenomenon appeared to offer a simple means 
of testing the physical basis of the technique; for it is easy to 
arrange a screen of this kind in such a way that its position cannot 
be directly observed by the demonstrator, who, none the less, should 
be able to say whether or not it is screening the specimen. The 
Committee was fortunate in being able again to secure the 
collaboration of the second demonstrator in these tests. 

An earthed metallic screen was arranged so that it could be 
moved by the experimenter into—or away from—its effective posi- 
tion without the demonstrator being able to determine the sense 
of its movement. So soon as a good reaction had been obtained 
from a suitable specimen the experimenter adjusted the screening 

late to one of its alternative positions and asked ihe demonstrator 

o say whether the specimens were or were not screened; he 
repeated the manceuvre a number of times, varying the “‘ screened ” 
or “ unscreened ”’ positions in the usual arbitrary manner. 

Four series of tests were carried cut. In the first series twelve 
trials were successful and eight were failures; in the second, ten 
were successful and two were failures; in the third, eight successful 





and four failures; in the fourth, sixteen successful and four 
failures. ‘Total: forty-six successes and eighteen failures out of 
sixty-four trials. Actually the chances can be shown to be about 
1 in 3,038, or ‘* odds of 3,037 to 1 against.’ 


The Nature of the Problem. 

So much for the prima-facie case. 1 now turn to the 
nature of the problem. 

It is easy to condemn a novel and somewhat fantastic 
technique on a priori grounds, and it is not difficult to 
establish a new discovery—even in the face of hostile 
criticism—if its phenomena can be easily reproduced and 
explained in terms of accepted scientific principles. But if 
in addition to their strangeness the phenomena be erratic 
and difficult to demonstrate, and if their causes be in a 
high degree obscure, then special precautions must be taken 
in order to ensure a convincing outcome for the investiga- 
tion. This was essentially the position which confronted 
the present investigators, and it will be desirable to give 
a few words in explanation of the reasons which determined 
their plan of action. 

The study of such phenomena as the so-called “ E.R.A.” 
here considered falls naturally into three distinct phases or 
aspects which may be referred to as demonstration, explana- 
tion, and interpretation respectively. In other words, 
there arises, first, the question of whether the phenomena 
under consideration occur at all; second, that of why they 
occur; and third, that of what significance they may 
possess. 

Now, the first aspect is of paramount importance in the 
earlier stages of an investigation of this kind; for provided 
it be shown beyond reasonable doubt that new phenomena 
exist, there is not likely, in these days, to be any difficulty 
in ensuring an adequate study of their causes and their 
significance. But although this be true there is no doubt 
that a demonstration supported by a reasonable explana- 
tion is likely to be more convincing and more readily 
accepted than a bare asseveration of facts which, however 
well these may be evidenced, must stand alone on their 
own merits. It was accordingly decided to conduct, in the 
first instance, a series of essentially physical experiments in 
order to determine whether the ‘* reactions ’’ (that is, the 
changes in the percussion note and the concomitant effects 
apparent only to tho operator) were accompanied by any 
changes (for example, in the electrical condition of the 
skin) which could be detected by physical apparatus of an 
ordinary type. And it was decided also to leave temporarily 
on one side all questions of the manner or degree in which 
the reactions, if any, might be correlated with disease or 
with any other physiological conditions of the persons trom 
whom specimens might have been taken. It was thought 
that some relatively gross effects—similar, for example, to 
the change in skin resistance associated with the psycho- 
galvanic reflex—might be discovered, and that these would 
not only enable the existence of the phenomena to be 
demonstrated beyond cavil, but would also point the way 
towards the elucidation of their origin. Even in the event 
of experiments on these lines yielding negative results, the 
labour involved would not, it was decided, have been 
wasted. 

It was felt that in order to prosecute to the best advan- 
tage that essentially physical branch of the inquiry, te 
which reference has just been made, it would be desirable 
to employ the whole-time services of a trained physicist. 
Accordingly Mr. H. St. G. Anson, who was recommended by 
the authorities of Faraday Houso as being exceptionally well 
qualified to undertake original work in experimental physics, 
was engaged. Mr. Anson’s experiments, conducted partly 
in London and partly with Dr. Boyd in Glasgow, extended 
over a period of some five months. It will be sufficient to 
remark here that his work was concerned chiefly with two 
main points—namely, first, an attempt to obtain instru- 
mental evidence of some change in the electrical condition 
of the subject’s skin concomitant to the variation of the 
percussion note, and second, to obtain graphical records of 
this acoustical phenomenon. 

Mr. Anson experimented with a great number of electro- 
meters, voltmeters, rectifiers, amplifiers, and galvanometers 
in various combinations; but he invariably found that if 
the sensitivity of the apparatus were relatively small no 
effects could be detected, while if it were great the 
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ordinary “ skin effects ”? and changes of potential difference 
due to percussion were such as to mask completely any 
effects which might have been produced by the “electronic” 
reaction proper. These experiments consequently led to 
entirely indeterminate results, so that any detailed account 
would be out of place in this context, although it is hoped 
that they may prove of value in subsequent investigations 
into the physical nature of the phenomenon which it is 
hoped to undertake in due course. 


The Crucial Tests. 

I now pass to the second phase—the crucial tests. 

In view of the negative results obtained from the experi- 
ments just mentioned, the investigators decided temporarily 
to abandon this line of work and to concentrate for a time 
on the fundamental problem of whether any genuine 
phenomena occurred at all—without regard to the nature 
of such physical mechanisms as might be involved. Tests 
for this purpose, in addition to being as economical as may 
be practicable—in respect of both time and labour—and 
capable of reproduction if desired, should conform to the 
three main requirements following: 

(i) They should give the fairest possible chance to the exponents 
of the technique. 

(ii) ead should anticipate all valid criticism on the score of 
cory They should be capable of yielding results which leave no 
room for differences of opinion. 

The first of these difficulties demands that no restric- 
tions whatever be laid upon the exponents except such as 
be necessary to secure the second; in general the simpler 
tests are preferable to the more elaborate, and the type of 
test selected should be such as to secure the full approval 
and confidence of the exponents. In particular, all pro- 
cesses of sterilization of apparatus, special packing of 
specimens, use of known specimens as controls, together 
with collaboration by two or more exponents, and any 
desired amount of retesting or checking, are not only 
perfectly legitimate but are to be encouraged in the best 
interests of the test. 

In order to satisfy the second condition it is necessary 
and sufficient so to organize the procedure that the ex- 
ponents of the technique cannot possibly obtain correct 
results save by the bona-fide use of the apparatus, or by 
that operation of pure chance which is covered by the third 
proviso. In other words, the test conditions must be such 
as to exclude fraud (whether witting or unwitting) together 
with self-deception. The precautions adopted by the in- 
vestigators in this connexion will perhaps be considered 
excessive in some quarters, and must often have appeared 
both irksome and superfluous to those who were subjected 
to them. But apart from deliberate trickery, the literature 
of psychopathology contains so many cases of elaborate 
deceptions perpetrated by apparently reputable persons, 
that no investigation of this kind would be of value in 
which such possibilities had not received the most careful 
consideration. 

The third .condition can only be satisfied by so devising 
experiments as to yield quantitative results. This point is 
highly important, for it offers the only possibility of 
avoiding controversy as to the actual value of the results 
obtained. 

In view of these considerations, it was decided to rely 
exclusively on tests of such a character that the value of 
the results obtained could be unequivocally computed by 
mathematical methods, and to persevere with a series of such 
tests until it became apparent that their general tendency 
was either towards results reasonably attributable to chance 
alone or else towards figures which could not rationally be 
ascribed to such causes. 

The first test of this kind was carried out in London in May, 
1924, with the co-operation of Dr. W. R. McCrae, assisted by Dr. 
Boyd. It took the form of an attempt to separate correctly twenty 
pairs of specimens of sputa taken from two patients chosen and 
approved by Dr. McCrae. Twenty specimens were taken from 
each patient by Dr. Heald and Mr. Whately Smith, and were 
arranged by them in pairs and numbered according to an arbitrary 
key. Each pair contained one specimen from each patient, but 
there was nothing to indicate which was which. Control specimens 
were taken by Dr. McCrae. The outcome of the test was un- 
favourable to the technique, for of the results returned by the 
exponents eleven only were correct, while nine were wrong; which 
is just the kind of result which would be expected if chance alone 
were operative. In a memorandum addressed to the investigators, 
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Dr. Boyd ascribed this failure to two main causes—namely, first 
that the screening arrangements then available at Dr. McCrae’s 
laboratory were insufficient to ensure complete freedom from 
*contamination,’’ and secondly, that the time required for 
examining, checking, and rechecking forty specimens was so great 
that many of them became stale before they could be dealt with 
—a tendency liable to be aggravated by the necessity for avoiding 
undue fatigue on the part of operator and subject. 

Dr. Boyd also expressed a desire that further tests of a slightly 
different character, but equally conforming to the requirements 
of the a should be carried out in his own laborator 
at Glasgow. To this snaqestion the investigators willingly agreed, 
and on June 6th, 1924, Mr. Whately Smith visited Giaee for 
the purpose. His full report is given in Appendix I, and the 
following quotation and akbeovinted account of the tests is given 
here merely to show the kind of results obtained and the type of 
procedure adopted. 

_.The first test consisted in discrimination between two apparently 
identical substances which were presented by the experimenter 
(Mr. Whately Smith) in such a way as to be indistinguishable b 
visual or other normal methods. Of twenty-five successive trials all 
were successful; the chance of this result ‘being obtained by 
accident is 1 in 33,554,432. 

Mr. Whately Smith says: “ After inspecting the laboratory and 
apparatus the first test was attempted. From a group of about 
a dozen st@ilized bottles and corks I selected two closely similar 
examples of each. One bottle was filled to a depth of about 1/4 in. 
with a white granular substance believed to be ‘ active,’ the other 
to an equal depth with a substance of identically similar appear- 
ance alleged to be ‘neutral.’ The corks were inscribed ‘ sulphur 
10 m.’ and ‘ blank’ respectively, in small characters. I satisfied 
myself by personal trial that it was utterly impossible for either 
the ‘ operator ’ (Colin Campbell) or the ‘ subject’ (James Watson) 
—two Gallowgate boys—to distinguish the bottles visually when 
placed in position on the shelf just inside the hatch. This was due 
to (uv) the very dim light illuminating the bottles when in position; 
(>) the several thicknesses of copper gauze which in each case 
obscured the view; and (c) the close similarity of the bottles 
themselves.”’ 

I have here a model of the actual laboratory in which these 
experiments were conducted, and I think it is so constructed that 
it is Dr. Boyd’s laboratory, as it were, with the roof off, and if 
I turn it up—and you will remember the fact that the roof is now 
facing you, you will get an idea of the conditions under which 
these experiments were undertaken. It shows the outer room in 
which the experimenters stand with various bottles and drugs and 
pennanenr | apparatus at hand. There is a small hatch which is 
covered by a copper plate running on a pulley. That is the only 
communication between this outer room and the copper screen or 
lined compartment in which the operator, the percussor, and the 
subject are placed. Just inside this small hatch there is a shelf, 
and the specimen—that is to say, the bottle containing sulphur or 
containing a substance which is inactive—is placed on that shelf 
just beyond a sheet of copper so arranged as to prevent any sight 
on the part of either of these boys of what is happening, as, for 
instance, which bottle is placed and when it is pees > 

The emanometer is standing on a small table, the receiving 
plate facing the specimen on the shelf; the other end of the 
emanometer projects under this copper screen so that it can be 
adjusted or tuned as it were by the left-hand subject, and then 
we have the arrangement which I showed you on the lantern slide, 
the boy percussing his colleague with the arms put through the 
flexible copper gauze. The walls of this small room are covered 
with sheet copper or copper gauze, there is a copper screen, one 
a small hole for observation purposes. That is a model of the actual 
laboratory where these tests were carried out. 

Mr. Whately Smith continues : “‘ Dr. Boyd, Miss C, * wrerte gs 
and myself then withdrew to the outer office, and I inserted the 
two bottles ‘S’ and ‘B’ alternately through the hatch until the 
operator professed himself as satisfied with the tuning and as 
prepared to discriminate between the two substances.” . 

The tests then proceeded, and Mr. Smith says: ‘ For each trial 
I raised the sliding panel of the hatch, inserted a bottle, dropped 
the hatch, and waited for the operator to say whether the reaction 
obtained was ‘ dull’ (corresponding to the ‘ active’ substance) or 
‘clear’ (corresponding to the ‘ neutral’ substance). The decisio 
was practically always given within a second of dropping the pane 
and on several occasions even before I had fully withdrawn m 
hand; I found it, in fact, difficult to keep pace with the operator, 
While this was going on, Dr. Boyd and his secretary were, for the 
greater part of the time, just outside the room in which I was 
working, but contintously within sight. I was careful to vary the 
order in which I presented the bottles, and also to shuffle them 
frequently, so that no possible observation of my movements by 
operator or subject could furnish any clue as to which bottle 
would next be presented. After certain trials the operator asked 
and was veel. to check the two substances—that is to say, firs 
the one and then the other was presented, and he was told which 
was which. After trial 10 the subject went out and washed in 
order to remove possible contamination.” ; 

The fifth and last test was a screening experiment conducted on 
much the same lines as that already mentioned in an earlier 
section. Of sixteen trials all were successful, and the chance of 
this being due to accident or guess-work is 1 in 65,536. We 
attempted to identify one substance from five others. The chance 
of these results being achieved by accident was 1 in 7,000 odd. 
The next one, the screening experiment, which is the crucial test, 
corresponding to those in that prima-facie list which I gave you, 
was done under much stricter conditions. . 

Then there is a summary of the success achieved with the chances 
of accidental success. The drug’ discrimination gave that a ve 
large probability against the result being accidental. Then th 
screening experiment shows a still higher probability against chance, 
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It was quite clear from these figures that the results 
obtained, whatever their true origin, could not reasonably 
be ascribed to the operation of chance alone. The only 
alternative to accepting the apparent phenomena as genuine 
was to assume either that Mr. Whately Smith’s report was 
grossly inaccurate or else that he himself had been deceived 
by trickery—possibly pathological—on the part of Dr. Boyd 
or his assistants. Both these possibilities appeared to the 
investigators to be exceedingly remote. It was, however, 
represented that an issue so important as this should not be 
allowed to depend on the unsupported testimony of any 
single observer, and the desirability of conducting a repeti- 
tion of the tests described in order to confirm or refute these 
results as conclusively as possible was strongly urged. It 
was further pointed out that although the other investi- 
gators could deal adequately with the question of accurate 
reporting, it would be advisable to enlist expert assistance 
with respect te the possibility of fraud, on the ground that 
no one who does not possess specialized knowledge of a high 
order is competent to express an authoritative opinion on 
such matters. 

The investigators accordingly approached Mr. E. J. 
Dingwall, M.A., and invited his co-operation in this aspect 
of the work. Mr. Dingwall is research officer to the Society 
for Psychical Research, and has made a special study of the 
methods of deception and prestidigitatory technique asso- 
ciated with such matters as spurious ‘ clairvoyance,” 
‘‘ billet reading,’ “‘ spirit photography,’”’ and similar per- 
formances in which chicanery is frequently encountered, and 
of all of which he possesses a world-wide experience. In 
the opinion of the investigators he represented the highest 
available authority on the subject, and they considered that 
although, strictly speaking, the only way of excluding 
trickery absolutely would be to repeat the tests in person, 
using specially constructed apparatus and independent sub- 
jects, yet if an expert of Mr. Dingwall’s calibre failed to 
detect any suspicious indication, they need feel no further 
uneasiness on this score, especially in view of the consider- 
able bulk of collateral evidence with which they were already 
acquainted. Mr. Dingwall kindly consented to act as con- 
sultant in this matter, and in due course accompanied 
Dr. Heald, Mr. Whately Smith, and myself to Glasgow on 
August 29th, 1924. 

A full account of the proceedings on this occasion is 
given in Appendix II. The tests conducted were substan- 
tially identical with those performed by Mr. Whately 
Smith in the course of his earlier visit, and the degree of 
success attained by Dr. Boyd was not less impressive. Mr. 
Dingwall carefully noted the arrangements and procedure 
and made certain suggestions as regards screening, etc., 
all of which were duly carried out without reacting in any 
way adversely on the success of the tests employed. It 
would therefore appear that, subject only to the theoretical 
reservation made above, all possibility of deception may 
safely be regarded as eliminated. The other investigators 
were entirely satisfied with the conditions of the tests and 
demonstrations given, and formed the opinion that no more 
convincing exposition of the reality of the phenomena 
could reasonably be desired. 

I will now pass to the conclusions to which the Com- 
mittee have-been led. 

ey Thomas Horder then read the following conclusions 
and “ afterword ”’ which appear in the report. ] 


Conclusions. 
In view of the general considerations and concrete 
evidence cited in this paper, the signatories consider that 
the following conclusions are justified : 


(1) That certain substances, when placed in proper 
relation to the emanometer of Boyd, produce, beyond 
any reasonable doubt, changes in the abdominal wall 
of ‘‘ the subject ”’ of a kind which may be detected by 
percussion. This is tantamount to the statement that 
the fundamental proposition underlying, in common, 
the original and certain other forms of apparatus 
designed for the purpose of eliciting the so-called 
electronio reactions of Abrams, is established to a very 
high degree of probability. 





(2) That no evidence justifying this deduction is yet 
available from the work of those who practise with the 
apparatus as yet designed by Abrams himself. 

(3) That the phenomena appear to be extremely 
elusive, and highly susceptible to interference, so that 
in order to obtain reliable results it is necessary to take 
the most elaborate precautions, particularly as regards 
the elimination of effects due to irrelevant objects. 

(4) That it would be premature at the present time 
even to hazard in the most tentative manner any hypo- 
thesis as to the physical basis of the phenomena here 
described. 

It is impossible to emphasize too strongly that nothing 
in this Communication is to be taken as implying that any 
correlation of those changes in the abdominal wall, referred 
to in Conclusion (1), with pathological conditions has yet 
been shown, or a fortiori, that any justification—physical, 
pathological, nosological, or clinical—exists for the direct 
use of either the Abrams or Boyd apparatus in diagnosis 
or treatment. 


Afterword: The Bearing of these Conclusions upon 
Medicine and Medical Practice. 

Seeing that the electronic reactions of Abrams had 
their inception in the field of medicine, this Communication 
will scarcely be complete without a reference to the question 
which will immediately be asked by many who read it: 
** What relevancy have the facts now demonstrated to the 
diagnosis and treatment of disease? ’’ The electronic prac- 
titioner will probably answer, ‘“‘ A great deal”’; though 
he may protest that the demonstration has been entirely 
redundant; or, less ungracious, he may accept the demon- 
stration as merely helping to establish further the claims 
he has already made. But in reality the answer must 
clearly be that the conclusions in this Communication, as 
they now stand, are not in the slightest degree pertinent 
to the diagnosis or treatment of disease in any practical 
sense. That is not to say that they may not possess all 
sorts of potential bearings upon both of these things. But 
until the research is taken much further, and until either 
the explanation, or the significance, of the facts recorded 
shall be forthcoming, the application of the Communication 
in the field of medicine is nil. At present there is no 
known correlation between the phenomena described and 
the fundamental facts of pathology, so that the value of 
this Communication to the practising physician can only be 
negative. 

As already stated, the present investigators have 
concerned themselves solely with the estabishment, to their 
satisfaction, of certain basic facts. In view of the urgent 
need of an answer to the question ‘‘ Does anything happen?” 
they are satisfied for the moment with being able to say in 
effect, ‘‘ Something does happen.”? Both the explanation 
and the application of the facts established await further 
investigation. Which of these will come before the other it 
is impossible to say, but until one of them arrives the mere 
statement of the phenomena here described gives no sort of 
sanction to any practitioner for using the Abrams method 
in practice. He may, of course, find a legitimate sanction 
elsewhere ; for example, he may show results so consistently 
good as to justify him in continuing to use the Abrams 
apparatus in his daily work. But there is no evidence that 
even the most adept exponent obtains results so consistent as 
to justify him in doing more than experiment privately with 
the method. The present investigation clearly suggests one 
reason, and in itself a sufficient reason why the electronist’s! 
results cannot but be inconsistent—namely, the absolute 
necessity for efficient screening as proved by Boyd. That 
it has not been found by electronists generally that such 
screening is imperative in order to eliminate errors, is in 
itself a damning proof that the haste with which the method 
has been carried into the consulting room has prevented any 
proper investigation of its limitations or of its potentialities. 

It seems probable that such developments as may take 
place on the clinical side are most likely to proceed from 
the methods initiated by Dr. Boyd, and still in process of 
elaboration by him. 





2 This word is exclusively used herein to refer to those who rely upon 
the apparatus and technique as designed by Abrams himself. 
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By the term ‘consistent results” is meant not the 
conformity of the electronist’s diagnosis with the clinical 
and pathological facts of the case—concerning which refer- 
ence will be made later—but some reasonable degree of con- 
formity as between the results obtained by different elec- 
tronists working upon the same material, and as between 
the results obtained at different séances held by the same 
clectronist, equally working with the same material. But 
this reasonable degree of conformity has been conspicuously 
absent in both cases. In the various efforts made by 
individual members of the present Committee to obtain 
evidence of ‘* something happening ”’ by submitting tests of 
a simple kind to electronists willing to co-operate in this 
fashion—tests which it has not been thought necessary to 
specify in detail in this Communication—lack of consistency 
has been very striking. On more than one occasion the 
electronist has admitted the discrepancies in his own results, 
and has on this account considered them unreliable and 
therefore to be disregarded. 

There are in the hands of the Committee details of 
experiments, carefully devised with a view to testing con- 
sistency of results, and submitted to exponents of the 
Abrams method but with conspicuous failure. All account 
of these experiments has been omitted from this Com- 
munication at the express request of the practitioner who 
was chiefly concerned ‘‘ pending further research.’? These 
belated misgivings may have been prompted by the know- 
ledge of the imminence of a report of experiments carried 
out in such a way as to yield unimpeachable results. Here 
was an opportunity for some electronist, from whom the 
saving grace of the scientific spirit has not wholly departed, 
to come forward and acknowledge publicly the glaring incon- 
sistencies which inevitably and constantly face him in his 
daily practice. But the opportunity has been missed. To 
turn king’s evidence is never popular and ofttimes un- 
profitable. 

When electronists have been asked for an explanation 
of such inconsistencies as those referred to above they have 
sometimes attributed them to lack of expertness in their 
use of the method and sometimes to new and startling dis- 
coveries as regards fallacies of dimensions so large that their 
very existence would seem, to any unbiased mind, to throw 
the whole thing back into the melting pot. But neither the 
modesty which may be supposed to dictate the first explana- 
tion, nor the fallacies referred to in the second, would 
appear to induce any such hesitation in actual practice. 
The practising electronist is not in the habit of prefacing 
his diagnesis by declarations of his own lack of skill, nor 
by any reference to such confusing facts as (for example) 
that unknown factors cause the same “ reaction’ to be 
given by a carcinoma of the oesophagus and by pulmonary 
tuberculosis, or by simple gastric ulcer and by cancer of 
the stomach. No doubt any such prefaces, if systematically 
adopted, would quickly dispose of electronic practice 
altogether ! 

It is obvious, therefore, that there is, at present, no 
proper sanction for the use of the electronic reactions of 
Abrams on the ground of consistency of results, whether 
as between different workers or as between the results 
obtained by the same worker at different times. But even 
supposing that such glaring discrepancies can be eliminated 
by proper attention to technical points such as the screen- 
ing which Boyd finds so essential, and by the substitution of 
the Boyd apparatus for that of Abrams, sanction will still 
be lacking so long as there exists no demonstrable corre- 
spondence between the ‘‘ reactions’? found and known 
pathological states. For patients do not suffer from 
“reactions ’?; they suffer from anatomical and physiological 
disturbances. If it should be claimed by the electronist 
that the establishment as criteria of his ‘‘ reactions ’’ is of 
greater moment to the patient than is the recognition of 
tissue changes and of the dysfunctions of organs, then the 
onus lies with the electronist of stating adequate reason 
why the whole criteria of disease, as built up by the 
sciences of morbid anatomy and morbid physiology, should 
be revolutionized in this manner, This onus has never 
been accepted. 

There is one other thing which may justly be regarded as 
& condemnation of electronic practice: electronists have 





been hard at work for some ten years; they have ‘“‘ dia- 
gnosed ’’ and “ treated’? thousands of patients; yet no 
contribution to pathology, which is the bed-rock of medicine, 
has been made by any of them. Surely this is a significant 
fact, when it is remembered how epoch-making are the 
claims made on behalf of E.R.A. 


To sum up. The conclusions arrived at in this Com- 
munication leave the position of the practising electronist as 
scientifically unsound and as ethically unjustified as it was 
before. They give no sanction for the use of E.R.A. in the 
diagnosis or in the treatment of disease. Nor does there 
appear to be any other sanction for this kind of practice 
at the present time. , 


Cuamman’s Ciosineg ReEMarRKs. 

The CuatrmMan (Dr. Robert Hutchison) said: I should 
like to thank Sir Thomas Horder in your name for his 
valuable communication, and particularly for the very 
lucid way in which he has presented it. As I said at the 
beginning, it is not proposed to hold a discussion imme- 
diately on this Communication; there is hardly time now, 
even if it were desirable on other grounds. On the other 
hand, if there is a general desire on the part of those 
present that at some later date a discussion should take 
place the officials of the Section will be glad to arrange one. 
I will therefore ask those who would like a discussion to 
take place on this Communication at some later date to 
hold up their hands. (A vote was then taken, and about 
a dozen hands were held up in favour of continuing the 
discussion.) There does not appear to be any very urgent 
desire for a discussion, so I think at the moment we had 
better leave it unsettled as to whether there should be a 
discussion or not. 








SMALL-POX IN ENGLAND AND WALES IN 1924. 
I. PREVALENCE. 

THe Registrar-General’s weekly returns of notifications of 
infectious diseases covering the year 1924 are now complete. 
As each year includes one day (and in leap years two days) 
more than fifty-two weeks, a total of weekly returns never 
exactly represents a calendar year, and once in a while 
a year has to be regarded as containing fifty-three weeks 
so as to include the lost days. That is the case for 1924, 
which for weekly statistical purposes began on Sunday, 
December 30th, 1923, and ended on Saturday, January 
3rd, 1925. 

In the year so defined the total notifications of small-pox 
were 3,784. 

The following are the notification figures for the past 
fourteen years: 





Year. Cases, , Year. Cases, 
eo > gl 
_s C.. an wi Sa 2 Se an. cae oe 
a | eS 
er: iret 
er ee a de see 
—— |6Cals on (eee 
i a Soa ci ie". — ——- 
847 | 8,251 


The striking diminution from 1911 to 1917, and the still 
more striking increase of prevalence since 1917, are shown in 
this table. Im the second seven years the cases are nearly 
ten times as numerous as in the first. 


II. DistRIBUTION. 
As regards seasonal distribution the notifications for the 
four quarters of the two years 1923 and 1924 were: 


1923. 1924. 

First quarter... sic ‘ie von LCT 1,003 
Second quarter ... io ‘ud — . 1,195 
Third quarter... ion wi Fae 662 eccece 643 
Fourth quaricr ... ose one ose 585 ecwene 943* 
Total ... ~« Be «ws «|e 


* Fourteen weeks. 
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In 1924 the disease has prevailed chiefly in the Midlands 
nnd the North of England. Wales and the southern 
rounties have been practically free from it; Derbyshire, 
Notts, Northumberland, Cumberland, the North and West 
Ridings of Yorkshire, and the counties of Gloucester and 
Leicester have all been involved. In the borough of Chester- 
field there were 528 notifications, and in the Chesterfield 
rural district 218. In the borough the cases were mainly 
in the first half of the year, the last fourteen weeks having 
furnished only 19. In the rural area around it, however, 
the numbers rather increased than diminished in the course 
of the year. Other rural districts of Derbyshire consider- 
ably affected were Blackwell and Swadlincote. The county 
horough of Derby had no cases in the first quarter of the 
year, but there were 52 in the second quarter, 43 in the 
third, and 127 in the remaining fourteen weeks—a total of 
222 in the year. The prevalence was very irregular in the 
latter part of the year, ranging from a single notification 
in the forty-second week to 37 in the forty-fifth. 

Middlesbrcugh in the North Riding of Yorkshire had 
485 causes, and the last fourteen weeks of the year con- 
tributed 169 to that total. In Cumberland the boroughs 
of Workington and Cockermouth had respectively 104 and 
67 cases, almost all in the first half of the year. In 
Northumberland the urban district of Ashington had 301 
cases in the fifty-three weeks, mainly in the second and 
third quarters of the year. In the county of Notts several 
places, especially Hucknall and Kirkby-in-Ashfield, Basford, 
and Mansfield, have been attacked. In Coventry some cases 
occurred, but nothing to call an epidemic developed. 

The largest provincial cities in England, say the half- 
dozen towns with more than 300,000 inhabitants—Birming- 
ham, Liverpool, Manchester, Sheffield, Leeds, and Bristol— 
with a total population of nearly four million, remain 
remarkably free from the disease, though they include ports 
where there is continual risk of introduction of infection. 
The same remark applies to London. In the third quarter 
of 1924 there were 3 cases—one each in Chelsea, Kensington, 
and St. Pancras—but no epidemic resulted. In the same 
quarter of the year there were 10 cases in Willesden. 


II. Farariry. 
The following is a statement of deaths from small-pox in 
the fourteen vears 1911-24: 





Year. Deaths. | Year. Deaths. 
mai... a awe 23 1918... on “ 2 
1912... oe ius 9 1919... én ~ 28 
- aie Se se 10 1920... eae és 30 
ao oa a a . iia ‘oe — 5 
J ae ae ons 13 TRS laws sis ae 27 
oo ia ei on 18 > __ re ane 7 
i. an ae 3 1924... — sae 13 
80 112 


The total cases ii- the fourteen years having heen 9,098 
and the tota! deaths 192, the fatality rate was 2.1 per cent. 
In the last seven years the rate was only 1.3 per cent. 
These are very low figures compared with earlier times, and 
even so they are not based entirely on the prevalent mild 
type of the disease. In Bristol, for example, in 1915 
infection introduced from Spain gave rise to an outbreak 
of 32 cases with 7 deaths. In London, in 1922, of the 
27 deaths 20 occurred in an outbreak of 65 cases, including 
those at the Poplar workhouse, and in the 10 cases a 
Wiklesden in 1924 there were 3 deaths. , 
Without reference to the wide differences between the 
cas® mortality of the vaccinated and unvaccinated, or 
between the mild and severe types of the disease, but 
taking the whole facts in their broadest aspect, there has 
been, ever since the European pandemic of 1870-73, a 
persistent though irregular decline in the death-dealing 
power of variola. What the future has in store in that 
respect it is quite impossible to prophesy, or even to guess. 
There is no good evidence thai the mild type is becoming 
more severe, but rather the contrary. The old small-pox, 


however, may return any day, and the country must remain 
ready to meet the situation if it should arise. 
boon yet to assume that we are rid of the danger, 


It is, too 
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England and Wales. 


Lreps Hospirats. 

On January 16th Princess Mary visited Leeds for the 
annual distribution of prizes to the nursing staff of Leeds 
General Infirmary. In the absence, through illness, of Sir 
Arthur Stanley, the Vice-Chancellor of the University, Dr, 
J. B. Baillie, gave an account of the work of the past year, 
mentioning that three Infirmary nurses had qualified as 
medallists. A four years’ course had been recently intro- 
duced for nurses in connexion with the Infirmary. Their 
teachers were professors in the school of medicine, the 
nurses attended University classes, and the University itself 
granted the diploma for nursing. No other university gave 
a diploma to nurses, and this scheme placed nursing on 
a scientific basis. A contract for £130,000 has now been 
arranged in connexion with the process of transferring the 
Leeds War Pensions Hospital from Beckett’s Park to 
Gledhow Grove. A total expenditure of £166,000 was sane- 
tioned, but the cost of completely furnishing the hospital 
will probably amount to £200,000. The existing mansion on 
the estate will be preserved for administrative purposes, 
and new buildings will be erected between it and Harehills 
Lane. These new buildings will occupy a frontage of almost 
600 feet, and will include a_ one-storied building for 
twenty officers, and two men’s wards, two stories high, 
each capable of taking sixty-four beds. <A recreation hall, 
130 feet long, will be built; also a third ward, a two-storied 
nurses’ home, various workshops, a dispensary, a gym- 
yasium, and kitchens. The buildings will be of brick, with 
slight stone facings, resembling the new buildings of the 
Leeds Infirmary. 


A Coroner’s CLAssiFicaTION OF HIS INQUESTS. 

Addressing a jury recently, Dr. F. J. Waldo, coroner for 
the City of London and Borough of Southwark, said that 
during last year he had held 541 inquiries, 48 more than in 
1923. He had only dispensed with a jury in 111 ‘ natural 
deaths.”? In all death inquests—save 11—he had ordered 
a full post-mortem examination by a competent medical 
practitioner, and, in special cases, at the hands of an expert 
independent pathologist. Among the inquests held were 
one case of murder and 29 cases of suicide. As most of his 
cases were drawn from large general hospitals, such as 
those of St. Bartholomew’s and Guy’s, a large majority of 
inquiries held before him were violent as opposed to natural 
deaths. A record number of 63 public inquiries by a jury 
(27 in the City and 36 in Southwark) had been held before 
him into traffic fatalities, as compared with 42 in the pre 
vious year. There were only 11 sudden and violent deaths, 
accelerated by the administration of anaesthetics given for 
necessary operations—the same number as last year. Of 
these inquests, 2 were held in the City and 9 in South- 
wark. There had been a big reduction in the number of 
inquests held on babies found suffocated in bed with their 
parents or guardians owing to the want of a cot or cradle. 
These deaths numbered two only—a record—and in one of 
these two cases (both in Southwark) there was no room for 
a cot owing to mother, father, and five girls and_ boys, 
ranging in age from 13 years to 3 weeks, having to sleep in 
one tiry room. Prior to his entering office in 1901 these 
deaths used to number 30 and more in a twelvemonth. 


Cancer Researcn IN MANCHESTER. 

In Manchester, last summer, Dr. R. Veitch Clark, the 
medical officer of health, invited a number of medical prac 
titioners and others interested in cancer research to form 4 
committee, and several meetings have been held. This 
committee is now being enlarged by the addition of repre 
sentatives of all the hospitals, the University, and other 
public bodies concerned ; the Manchester Public Health Com- 
mittee is co-operating actively. Certain lines of investiga 
tion have already been drawn up and proposals made to 
centralize the available funds; researches are being planned 
from geographical, industrial, and medical standpoints. 
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SeectaL ScHoots ror DEFEcTIvE CHILDREN. 

The Board of Education has issued a circular! to local 
education authorities on the provision of special schools. 
There are in England and Wales some 150,000 defective 
children—blind, deaf, and physically and mentally defective ; 


for these there are not more than 41,000 places in special, 


schools. The obligation on local authorities to make this 
provision is of recent date (1914 and 1918); this, the war, 
and money difficulties account for the deficiency. The 
Board thinks that there is now no reason why the legisla- 
tive provision should not be brought into being. It aims 
at the prompt ascertainment of all the children affected and 
for whom there is now no educational provision, and the 
speedy provision of proper facilities. From returns of defec- 
tive children in the possession of the Board index figures 
for all areas will be provided, and should the returns of 
local areas be widely different from the index figure it is 
suggested there is ground for special inquiry. The Board 
prescribes no rigid order of priority in the types of schools 
needed ; but it suggests that those for blind and deaf should 
come first, for the numbers concerned are comparatively 
small; then should follow a good orthopaedic scheme; next 
provision for the mentally defective; and, finally, open-air 
schools for the pre-tuberculous child. Provision for the 
mentally defective is the most difficult; but it is suggested 
that certain steps can be taken with little cost as a basis of a 
complete scheme—namely, a correct list of the children, 
notification of suitable cases under the Mental Deficiency 
Act, and supervision of children for whom no special schools 
exist. 





Ireland. 


Mepicat REFEREES IN THE FREE State. 
Ix connexion with the conditions of appointment of medical 
referees under the Insurance Act a meeting of the Cork 
borough medical practitioners expressed very strongly their 
dissatisfaction with the conditions of service, especially in 
the following respects: (1) the salary is altogether inade- 
quate; (2) provision should have been made for a higher 
age limit than 45 years; (3) preferential treatment in 
making the appointments for medical men who had served 
in the Army Medical Service of the Free State was con- 
sidered particularly objectionable, as during the recent 
troubles in Ireland the wounded were mainly treated by 
civil medical practitioners without remuneration. The 
Irish Medical Committee was informed during the week by 
the National Health Commission that the personnel of the 
Selection Board appointed by the Civil Service Commis- 
sioners to review applications for the positions of medical 
referees is as follows: Dr. Maguire, National Health Insur- 
ance Commissioner; Dr. C. Dickson, chief medical officer to 
the Civil Service Commission; and Colonel T. O’ Higgins, 
Director of Army Medical Services. It appears that a 
recommendation by the Insurance Commission that the 
Trish Medical. Committee should be invited to nominate 
two of its members to act on the Selection Board was turned 
down by the Civil Service Commission. It is now nine 
years since the British Government had agreed to appoint 
Whole-time medical referees at much higher salaries, and 
that Government was also prepared to accept the proposal 
that representatives of the Irish Medical Committee should 
have a voice in the selection of the medical referees. The 
idea was that these medical referees, in the discharge of 
their duties, would be continually coming into touch in 
@ consultant capacity with members of the profession 
generally, and that by giving the profession a voice in 
their selection it would be only approximating matters to 
the customs that work satisfactorily in private practice. 
In this respect and in the matter of increased remunera- 
tion the Insurance Commission was prepared to a con- 
siderable extent, in the circumstances, to meet the claims 
put forward by the representatives of the profession, and 
did actually in these respects make certain recommenda- 
tions, which were turned down by the Civil Service Com- 
Mission and the Department of Finance. There is a strong 
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and growing feeling amongst the profession in the Free 
State that several of the Government departments are 
acting towards it in a very unsympathetic manner. The 
rejection by the Civil Service Commission of the proposal 
of the Insurance Commission to include representatives of 
the Irish Medical Committee on the Selection Board for 
the recommendation of medical referees is considered offen- 
sive, even altogether apart from the constitution of the 
Free State in regard to vocational privileges. The salaries 
which are being directed by the Local Government Depart- 
ment to be paid in recent appointments in tuberculosis and 
mental hospitals are so low that the members of the local 
authorities protest against them, and point out that the 
remuneration offered is lower than that paid to the atten- 
dants and porters. It is believed at the moment that 
there is not a medical administrator in the Ministry of 
Local Government in receipt of £1,000 per annum including 
bonus. The salaries of medical inspectors are what they 
were fixed at almost fifty years ago—namely, an initial 
salary of £500 per annum, reaching after seven years a 
maximum of £700 per annum. There are only six medical 
inspectors in the Local Government Department engaged in 
inspection work under the Medical Charities Acts. These 
inspectors, to qualify for their appointments, should have 
spent seven years in practice and have a diploma in 
public health or sanitary science. To obtain a diploma in 
public health under the old regulations meant a six months’ 
course and involved a cost of from £400 to £600 for practi- 
tioners, who had to leave their practices to study for it. 
This sum, added to £1,500—the amount estimated that it 
costs a man to get a registrable qualification to entitle him 
to practise medicine—means, in addition to other things, 
that to become a medical inspector in the Irish Local 
Government it will cost him for his professional attainments 
about £2,000. For this outlay, in addition to his numerous 
important duties with regard to public health and other 
work, the Free State Government thinks he is amply 
rewarded with a salary of from £500 to £700 with bonus. 
Nevertheless, the same Government pays a trade inspector 
£1,000 and bonus per annum, and head clerks each receive 
£700 to £850 with bonus. The cost of the education and the 
training of each of these officials need not have exceeded 
£25 altogether. 








Scotland. 


Proressor MattHew Hay. 
Proressor Matruew Hay, M.D., LL.D., was presented with 
his portrait in oils, by Mr. Charles Sims, R.A., at a meeting 
in the Aberdeen Art Gallery on January 14th. The portrait 
represents Professor Hay seated in academic robes. The 
frame of the picture bears the inscription ‘‘ Matthew Hay, 
M.D., LL.D., Professor of Forensic Medicine from 1883, 
Medical Officer of Health for the City 1888-1923. A civic 
and academic tribute, 1925. Painted by Charles Sims, 
R.A.”” The ceremony, over which Sir George Adam Smith 
(Principal of Aberdeen University) presided, was attended 
by a large company of university and civic authorities. The 
presentation was made by Lord Provost Meff, who said that 
the city desired to be associated with the University in 
honouring one who had done so much to raise the two 
bodies to the high position they occupied to-day. Professor 
Hay had come to Aberdeen in 1883 to succeed Dr. Francis 
Ogston in the chair. From 1888 onward he had been 
medical officer of health for the city and had raised its 
health department to a level which had made it a model of 
method and efficiency, and had given it an enviable status 
among municipalities. One of the first tasks undertaken 
by Professor Hay when appointed M.O.H. was the re- 
organization of the City Hospital. He had known how to 
win public confidence for the institution; it was to-day one 
of the most modern of its kind in the country. The portrait 
now presented, after being exhibited in the Art Gallery 
for a short time, would find a permanent place within the 
University. He also presented to Professor Hay a replica 
for his own keeping. The Principal, in accepting the 
portrait for the University, paid a warm tribute to Pro- 
fessor Hay’s great services to it. He had been loyal to all 
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the faculties, had never spared himself, and had been an 
example of unselfishness, devotion, and courage to all who 
worked with him. In particular he had rendered great 
services to the financial department, and it was due to him 
that the finances were in a very healthy condition. Tho 
University would pass the portrait on as the monument 
of a man who had adorned the University by scientific 
eminence and had contributed more largely than any man 
of his generation to its usefulness and efficiency. Professor 
Hay, in returning thanks, said the honour done to him 
was greatly enhanced by the fact that both town and gown 
had shared in its bestowal. He said that universities, like 
other social and educational services, had profited greatly 
in recent years by the much more liberal view taken by the 
Government of its obligations towards the support of higher 
education, although much was still being left to private 
benefaction. There therefore remained great opportunity 
for private benefactions, especially for the provision and 
extension of buildings and for the elevation to chairs of 
some of the now very numerous lectureships. It was gratify- 
ing to observe how greatly laboratory research had grown 
in the universities within the last forty or fifty years, and 
a university should cultivate and encourage the spirit of 
research both within and without its walls. Before the end 
of the ceremony the Principal presented a silver tea service 
to Mrs. Matthew Hay. 


Sm Harorp Srties. 

The resignation of Sir Harold J. Stiles, Professor of 
Clinical Surgery in the University of Edinburgh, has been 
tendered to the Secretary for Scotland and accepted. The 
resignation will take effect at the end of the present term 
in March, and at the same time as he relinquishes his chair 
in the University Sir Harold Stiles intends to retire from 
private practice. It is understood that he has been induced 
to give up his professional and University duties nearly 
three years before reaching the retiring age limit on account 
of feeling that the strain of so much operative work, 
teaching, examining, and administrative business connected 
with the University is proving too exacting, and no one 
can deny that he is right to take things easy while still in 
good health and capable of enjoying life. Sir Harold Stiles 
has had a strenuous and successful career, and has proved 
a popular and acceptable university teacher, being the 
fortunate possessor of an extremely lucid power of exposi- 
tion. His orthopaedic work at Bangour Hospital during 
the war was specially valued by his professional colleagues, 
and earned for him the honour of knighthood. In 1896 
his original work in cancer research secured for him the 
award of the Walker prize given quinquennially by the 
Royal College of Surgeons of England, and the prominent 
part that he took in drawing the attention of the public 
and of medical men to the importance of milk in relation 
to tuberculosis is well known. He was appointed Clinical 
Professor of Surgery to Edinburgh University in July, 1919, 
and he is at the present time President of the Royal College 
of Surgeons of Edinburgh and has been President of the 
Association of Surgeons of Great Britain and Ireland. 


ProsPEcTIVE ANNEXES To Epinpurcu Roya 
INFIRMARY. 

At a meeting of the Edinburgh Merchant Company held 
on January 15th, the Master, Mr. M. A. T. Thomson, 
presiding, a report was presented by Mr. Henry Darling, 
LL.D., representative of the company on the board of 
managers of the Royal Infirmary. It referred to various 
matters, such as the development of the ear and throat 
department, the new radiological department, and the 
Rockefeller laboratory, which have been fully described in 
recent issues of the Britiso Mepican Jovrnat. In these 
various additions and extensions an outlay of £104,000 was 
involved, and the managers already had or knew where 
they could get the money. The managers, however, had 
now on hand a more extensive scheme which intimately 
concerned the Merchant Company in the acquisition of 
the site, buildings, and surrounding ground of George 
Watson’s College. Among other purposes this space would 
be utilized by the infirmary for more adequate residential 
quarters for the nursing staff, and also for a new and 
up-to-date maternity hospital. For the latter purpose an 








appeal to the public for £250,000 would eventually be made 
jointly by the Royal Infirmary and the Maternity Hospital, 
The present maternity hospital would be converted into a 
maternity and child welfare centre. Closely associated with 
the infirmary, and in its immediate proximity, there wou'd 
also be erected the contemplated but hitherto deferred Lister 
Institute for research, and there would also be an institu. 
tion for the care and cure of cancer, as provided for under 
the Melville trust. 


Tue Furvre or Sureica, TEacHing IN Epinsurcu. 

Professor D. P. D. Wilkie, M.D., Ch.M., who was 
appointed to the chair of surgery in Edinburgh University 
last summer, delivered an inaugural address on the future 
of surgical teaching in Edinburgh in the McEwan Hall on 
January 13th. Principal Sir Alfred Ewing, who presided, 
said that the chair of surgery would be occupied in future 
as nearly as possible on a whole-time basis. Professor 
Wilkie at the outset of his address paid a tribute to Pro- 
fessor Caird and Sir Harold Stiles, to whose teaching he 
had owed much, and referred to the distinction of his 
predecessors in the chair, the late Professor Alexis Thomson, 
and Mr. Alexander Miles who had acted as interim pro- 
fessor. He believed that there were three main functions 
of a school of surgery. In the first place it must provide 
teaching for the undergraduate in the science of surgery and 
must train him in the application of the science to human 
suffering; secondly, it must provide more advanced train- 
ing for those who meant to devote themselves specially 
to surgery; and thirdly, the energy of a surgical school 
must rest to a large extent on the spirit of research and 
inquiry which pervaded its departments, stimulated its 
teachers, and fired the imagination of its students, 
Lectures should not be a condensed substitute for the 
textbook. It should be the endeavour of teachers to 
crystallize their knowledge on the principles of their 
subject. Students should persistently demand proofs of all 
they were taught, and it would be his endeavour to teach 
largely by demonstration. There was a necessity for junior 
posts on the hospital staffs with sufficient emolument not 
to deter anyone with brains from a practical training in 
surgery. As to post-graduate teaching, it was surely 
possible, by co-operation and adjustment, to provide some 
organized scheme of clinical instruction. Speaking of 
experiments on animals, Professor Wilkie referred to the 
necessity for constant practice in inquiry, and held that 
only by control experiments on the lower animals could we 
hope to gain that accurate information upon which all 
science must be based. Nobody could tell where the next 
great advance in surgery would come, and the field for 
research was constantly widening. The surgery of the 
heart, for example, was uo longer confined to occasional 
dramatic attempts to remove a bullet or stitch a stab 
wound; but experience had demonstrated that there was 
a possibility of direct surgical interference in cases of 
valvular disease of the heart, and further research was 
necessary to bring that discovery within the bounds of safe 
surgical practice. In regard to cancer, any new idea that 


might help in solving that problem must be fostered and 


encouraged. The future of surgery in Edinburgh would 
depend on the research work of the younger surgeons and 
this should be endowed so that younger men would be free 
from financial cares. It had been said that the dis 
coveries of Pasteur saved enough money to pay the French 
indemnity in the Franco-Prussian war, and in the same 
way it could be said that in the saving of life and limb the 
work of Lister had meant in this country alone double the 
cost of the great war. 


Roya Cot.ece or Puysicrans ANNvAL Dryner. 

The annual dinner of the Royal College of Physicians of 
Edinburgh was held on January 16th in the hall of the 
College, when Professor G. Lovell Gulland, C.M.G., Presi- 
dent, was in the chair. After the loyal toasts, ‘‘ The 
Imperial Forces ’’? was proposed by the Vice-President (Dr. 
J. Craufurd Dunlop) and acknowledged by Rear-Admiral 
Sir Reginald Tyrwhitt, Commanding Officer, Coast of Scot 
land; ‘‘ Our guests’? was proposed by Professor G. M. 
Robertson and acknowledged by the Right Hon. Sir John 
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Gilmour, Secretary for Scotland; ‘‘ The Scottish Universi- 
ties ” was proposed by Dr. Claude B. Ker and acknowledged 
by the Right Hon. Sir Henry Craik; and finally, ‘‘ The 
Royal College of Physicians and its President ” was sub- 


mitted by the Marquess of Linlithgow and acknowledged by 
the President, 


PREVENTION oF INFECTIVE JAUNDICE. 

The regulations of the Scottish Board of Health for 
dealing with spirochaetosis icterohaemorrhagica are to con- 
tinue in force until the end of 1925. The disease is to be 
notifiable by practitioners or attendants to the local officer 
of health, a fee of half a crown being paid for each notifica- 
tion. The Board has made arrangements for the examina- 
tion of specimens in the pathological laboratory at the 
Royal Infirmary of Edinburgh. 




















NEEDS OF SCOTTISH HOSPITALS. 
(Continued from page 138.) 


Tue Hospital Services (Scotland) Committee appointed by 
the Scottish Board of Health to inquire into the inadequacy 
of hospital services in Scotland resumed its sittings on 
January 13th, under the chairmanship of the Hon. Lord 
Mackenzie. General practitioners from various districts 
and members of the staffs of district hospitals were examined 
last week, 


Dr. Cromie (Casile Douglas) emphasized the rowing necessity 
in medical cases for other and better forms of treatment than 
bottles of medicine. He said that in the counties of Kirkcudbright 
and Wigtown there were 31 beds in general hospitals for a 
population of over 60,000. It was true that most of the surgical 
work was done in Dumfries, Ayr, Glasgow, and Edinburgh, but 
the hospitals in these centres were admittedly overcrowded, and 
at present in rural areas financial and transport difficulties made 
the early treatment of cases difficult. Factors which would tend 
to diminish the demand for hospital treatment were improved 
housing and an improved system of home nursing. He believed 
it would be a mistake to support hospitals from the rates, as this 
would destroy the voluntary principle. 

Dr. G. R. Livingston (Dum ries) said that there was a shortage 
of hospital accommodation in the three south-western counties and 
there had been an enormous increase in the work done in the 
Dumfries Hospital during the last twenty years, so that the accom- 
modation did not now meet the demand. To take paying patients 
would require a new hospital, and it was felt that the addition of 
maternity wards would be a great advantage. He stated further 
that convalescent homes woul be useful, and he saw no objection 
to payment by patients if the accommodation could be provided. 

~~ F. F McFarlan ae said that in Stirling Royal 
Infirmary the present accommodation was insufficient for the 
demand, and further provision was necessary, particularly for 
medical cases. The work in the Infirmary was increasing and 
would undoubtedly increase more rapidly with a larger and more 
fully equipped institution, and he did’ not think that increased 
housing or heme nursing facilities would decrease the demand for 
hospital treatment. He thought that in a country town it was 
inadvisable that the ~~ health authority should provide separate 

ospitals for genera illnesses, but he thought that, if there was 
ull co-operation between the public health authorities and the 
voluntary hospitals, the latter had a right to expect financial help 
both from the State and from the local rates. 

r. A, E. Hunter (Falkirk) said that the present accommodation 
in Falkirk Infirmary was inadequate, especially in the surgical 
department. So far as this infirmary was concerned, he thought 
that either a new hospital or extension of ihe present one was 
preferable to auxiliar pon nM In this district toe was im- 
practicable from the home nursing point of view, and institutional 
treatment was the only remedy. He thought that there should be 
more accommodation in existing hospitals, both for medical and 
maternity cases, and even better housing conditions would not help 
this problem. 

Dr. Alexander Trotter (Perth) said that hospital accommodation 
in this area was inadequate, the average waiting list being 30 for 
150 beds at the Royal Infirmary, and there was need that further 
provision should be made for convalescent and for chronic and 
incurable* cases. This infirmary received paying patients, who 
were accommodated in private wards off the lar e wards, and the 
demand for this was likely to increase in the future. He thought 
that better ve and better home nursing would reduce the 

illness, but the relief to the hospitals would be 
greater on the medical side than on the surgical side, where the 
pressure was at In his opinion the medical 
functions of the Poor Law should be abolished. The outdoor cases 
Should be treated through the National Insurance Act, and the 
Poor Law hospitals should be taken over by the local authorities, 
He was in favour of the continuation of the voluntary principle, 
and saw no objection to hospitals receiving paying patients, 


On January 14th the Committee examined witnesses from 
the Highland area. 


Dr. J. B. Simpson (Golspie), speaking for the county of Suther- 
land, said that hospital accommodation for surgical cases was fairly 





adequate. With regard to medical cases, he was not so sure, but 
on. the whole he might say that the present provision met the 
iti rovision that might be required 
existing hospitals. He thought 
in the country could render large 
I inburgh and Glasgow a considerable amount of 
assistance in reducing their waiting lists if the selection of cases 
for these hospitals was carried out with due care and appreciation 
of the treatment required by the patients. From a financial stand- 
point also he believed that the contributions from the northern 
counties to the support of hospitals like the Edinburgh Royal 
Infirmary were total y inadequate in proportion to the number of 
cases treated in the south. 

Dr. K,. Campbell (Oban) contended that the present provision 
for treatment of illness in his area was inadequate, particularly with 
regard to accommodation for chronic and maternity cases } era- 
tions were carried out by the operating surgeon, who visited the 
poupital once a month. Dr. Alexander Asher (Thurso) said that 

e county of Caithness, with a pulation of about 28,000, there 
were two hospitals, which he di not consider met the present 
demand with regard to equipment, although he considered that the 
available buildings might be made to do so. He thought that the 
deficiency chiefly extended to surgical and maternity cases. 

Dr. T. F. Dewar, Medical Officer of the Scottish Board of Health, 


for the most part, the accommodation provided for the sick wag 
the same as it was in the middle of last century. He thought 
that there would be great, if not insuperable, difficulty, both 
structural and administrative, in the way of utilizing this accom- 
modation for the general sick of a locality without relation to 
destitution or poh standing. He felt that, even if revision of 
the legislation regarding the poor in Scotland took place, the 
structural difficulty would remain, and it was not easy to see how 
the hospital blocks could be made of value as an addition to the 
general hospital provision of the country. In a number of instances, 
however, such as the poorhouse hospital blocks at Paisley, Govan, 
Craiglockhart, and Dundee East poorhouses, the arrangement of 
the buildings was such that the structural separation which already 
existed might be followed by complete administrative separation, 
With regard to these Poor Law hospitals, probably they were in 
all essential respects admirable and were ready for conversion to 


The Committee continued its sitting on January 15th, 
when five witnesses were examined, 


Dr. G. Dick (Wick), giving evidence from the public health point 
of view, stated that housing was an important factor in croftin 
counties. In the burgh of Wick, where a maternity and child 
welfare scheme had been in operation for four years, the health 
visitor reported that in about per cent. of cases of notified ill- 
ness the home conditions were not suitable. Home nursing facilities 
were, therefore, not likely to modify the demand for hospital 
accommodation. This witness proposed a central hospital for the 
northern counties fully equipped for special diagnosis, treatment, 
end investigation, with local cottage hospitals as clearing stations, 
and he thought that State grants and assistance from local 
authorities would be necessary. He also approved of the suggestion 
that a hospital ship should be brought into use for the outer 
islands and Orkney, particularly to serve the “yy population and 

laces which were inaccessible by land, such as in the north-west of 

utherland. 

Dr. J. Pender Smith (Dingwall) said that the number of hospital 
beds in his area was fairly adequate. He suggested that in — 
districts, for purposes of operation, conditions might be improve 
by establishing a district nurse’s house, with operating room 
attached. 

Dr. A. L. Tuke (Dunfermline) said that the Dunfermline Hospital 
had already been extended three times, and was overcrowded still, 
the present provision not even approaching the demand. There was 
no accommodation, unfortunately, for people able to pay a moderate 
fee, and such accommodation would supply a greatly felt want. 
With regard to maternity cases, there was a maternity home at 
Dunfermline where 162 cases were dealt with last year, but this 
did not suffice for the needs of the situation. He thought that 
insurance companies might give ample contributions, these con- 
tributions largely dependin upon how much these societies utilized 
the hospitals, but he did not approve of maintaining s ecial 
hospitals for insured persons, as this would immediately bring 
about a class distinction, which would be a bad thing. Nor did he 
approve of local rates for hospital purposes, which would interfere 
with voluntary effort and in ependent management. He saw no 
insuperable objection to co-operation with regard to Poor Law 
atients. At Seatenediine the existing Poor Law Reaptal had 
feos used as a V.A.D. hospital during t 1e war, and would make an 
excellent medical hospital where other activities such as maternity, 
child welfare, etc., could be carried out. He estimated that for 
the medical needs of the district 120 beds were necessary. = 

Dr. J. Mackenzie (Inverness) said that the ~|~y buildings 
there were opened in 1804 and were out of date, but there was 
ample ground for extension. About sixty beds were required, as 
well as new equipment. The greatest need in this area was for 
surgical beds, and there was also need for providing treatment for 
venereal disease and for maternity cases. An increasing demand 
for some kind of provision for paying patients was also being 
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experienced. He thought that by voluniary subscription enough 
could be raised to maintain the extended hospital. ; : 

Dr. J. Laurie (Greenock) said that the accommodation in 
Greenock Infi was inadequate, especially as regarded the 
admission of female cases. There were two separate wards for 
paying cases, and this provision worked admirably. This witness 
was in favour of voluntary management and of the sick poor being 
taken out of the realm of the Poor Law. 


The Committee adjourned until January 20th, and will 
take evidence from the representatives of the boards of 
management of several general voluntary hospitals. 














Correspondence. 


TREATMENT OF PERFORATED GASTRIC AND 
DUODENAL ULCERS. 

Sir,—I agree with Mr. Zachary Cope that a short-circuit- 
ing operation should not be accepted as a routine procedure 
for the treatment of perforated gastric and duodenal ulcers. 
At the same time in my experience those patients in whom 
it has been performed successfully have definitely a more 
uneventful and straightforward convalescence than those 
in whom the perforation only has been closed. 

It is well to bear in mind that the operation for a 
perforated ulcer is essentially a life-saving operation when 
a particular catastrophe has to be dealt with and does 
not necessarily call for curative measures for the cause itself. 
In those patients, though, who are operated on early and 
the general condition easily permits of it, in my opinion a 
gastro-enterostomy should be performed when the ulcer 
is situated in the pyloric region; but if there is the least 
doubt in the surgeon’s or anaesthetist’s mind that the extra 
time and manipulation may produce a risk it is far better 
to do the least possible. It is surprising how seldom a 
complete mechanical obstruction is produced by the actual 
closure of a perforation, though of course it does occasion- 
ally occur. 

During the summer months of last year I operated on 
nine cases of perforated duodenal ulcer at the Willesden 
General Hospital (seven were admitted direct from the 
Empire Exhibition at Wembley), with one death in a man 
of 58 who was almost in eztremis before operation. The 
others, seven men and one woman, all between 30 and 40 
years of age, were operated on at intervals after the per- 
foration varying from four to eight hours, and in each 
case when the perforation had been closed posterior gastro- 
enterostomy was performed. With one exception they 
were discharged from hospital within four weeks of the 
operation in good condition; the exception was a man who 
had been badly gassed in the war and developed severe 
post-operative bronchitis; he burst open his wound, but 
eventually recovered. , 

From these and previous cases my impression is that if 
the operation is done within eight hours of the perfora- 
tion, in the majority of cases gastro-enterostomy may safely 
be performed, but that after this interval the risk is 
greatly increased, since the peritoneum about this time 
becomes definitely infected, with consequent absorption 
and paresis of the gut.—I am, etc., 

London, W., Jan. 16th. F. D. Saver. 


Srr,—I feel that Mr. Zachary Cope, in his letter pub- 
lished in your issue of January 17th (p. 139), has not quite 
understood the purport of my paper. The routine treat- 
ment in the past of perforated gastric and duodenal ulcer 
has been suture and drainage only, involving the possible 
need for a gastro-jejunostomy later. I wished to show (1) 
that in skilled hands it was possible for an immediate 
gastro-jejunostomy to be performed in about 50 per cent. of 
all cases without increasing the gross mortality of the 
series, and (2) that by so doing the ultimate results were 
improved. The prime duty of the surgeon in operating on 
a grave abdominal emergency, such as a perforated ulcer, 
is to save the patient’s life, and if he feels that to perform 
a gastro-jejunostomy is to add materially to the operative 
risk he should not do it. My own experience was to 
perform the operation in seventeen cases before I lost one, 
and this was an exceptional and rather misleading case. 

The series quoted by Mr. Cope, with a gross mortality 





about the same as my own, includes sixteen cases of imme- 
diate gastro-jejunostomy with three deaths. I will freely 
admit that, had my own experience been so unfortunate, 
1 should have felt that I was taking unjustifiable risks, 
and, like Mr. Cope, I should have performed the complete 
operation much less frequently. But, after all, a surgeon 
must be guided by his own results, not other people’s, and 
the problem is really that of a careful selection of cases. 

With Dr. Tonking’s letter I entirely agree, and I should 
like to congratulate him on his excellent results.—I am, etc., 
Birmingham, Jan. 19th. G. Percrvar Mitts. 

POSTURE AND REST IN MUSCULAR WORK. 

Sir,—In a review of Report No. 29 of the Industrial 
Fatigue Research Board on the effects of posture and rest 
in muscular work (p. 130 of the JovrnaL) you state 
that the papers contained in the report have a practical 
interest, not only for employers, but for manual workers. 
At the same time you doubt whether the latter would take 
the trouble to understand the reports, and you point out 
further that the reports of the Board in general ‘ rarely 
make any attempt to be interesting, although the subjects 
with which they deal are often such as closely concern 
everyday life; there is seldom, if ever, any promise that 
the information they contain will be translated into prac- 
tical benefit.”?” You then suggest that the editors of such 
reports should describe, in an interesting way, why -the 
investigations were undertaken and the benefits which the 
new knowledge offers. 

I am writing to point out that your suggestions are 
already carried out to a large extent in the annual reports 
of the Board, which summarize in general terms the 
detailed information embodied in the individual reports. 
In addition, the reports usually include articles on 
various topics of current interest, written by the senior 
investigators, though I cannot guarantee that they, or the 
summaries mentioned, attain the degree of lucidity and 
interest which you demand. With regard to your doubt 
whether the information contained in the reports of the 
Board is ever translated into practical benefit, may I refer 
you to the Journal of the National Institute of Industrial 
Psychology, where you will find several articles describing 
the application of results obtained by the Board’s investi- 
gators to actual practice in factories—for example, the 
utilization of certain methods of motion study in the 
packing of chocolates, and the hewing of coal in coal mines? 

At the same time, it must be admitted that the average 
British employer is very slow to avail himself of the informa- 
tion adduced by the Board’s investigators. The British 
race, taken as a whole, is a very conservative one, and will 
not be hurried in adopting fresh ideas; but we are con- 
fident that it is only a question of time before the usefulness 
of cur work will receive more practical recognition. The 
collaboration of the National Institute of Industrial Psvcho- 
logy with the Fatigue Board will hasten this process con- 
siderably, for the investigators of the Institute, who are 
usually engaged in carrying out inquiries of immediate 
practical utility at the request of various employers, are 
well acquainted with the Board’s reports, and are always 
very ready to translate their information into practice.— 
I am, etc., 





H. M. Vernon, 


Investigator for the Industrial Fatigue 


Oxford, Jan. 17th. Research Board. 





WET WINDS AND EARLY PHTHISIS. 

Sir,—It is with diffidence and regret that I must con- 
tinue to oppose Dr. Gordon’s conclusions on this subject 
(November 29th, 1924, p. 983). If they were true, sufferers 
would benefit and our work be greatly simplified. 

1. I do not wish to enter verbal side-tracks ; if Dr. Gerdon 
prefers ‘‘ conclusion ”’ to “‘ hypothesis ’’ we will adopt his 
choice. “ Belief ’’ might be an even better word. 

2. The same remark applies to the word ‘ axiom ’’ in 
reference to sheltered areas; but we must then regard Dr. 
Gordon’s statement as one of the obiter dicta of great men, 
for no evidence whatever is adduced, or quoted, in support. 
He writes: 

“As regards shelter and exposure J have found in long practice 
that 100 feet of altitude shelters half a mile to the leeward of it 
well and a further half a mile fairly.” 
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1 have made no anemometric experiments to disprove this, 
but my work necessitates lunch in the open all the year 
round, and I am frequently driven to seek shelter from 
wind. Now there may be sheltered spots on the leeside and 
in close contact with an ordinary hill, but most of these 
are due to some further modification of the land, and to 
say that 100 feet shelters well for half a mile is untrue. 
A 10-foot wall affords better shelter than a hill, but even 
then 1 would anchor as close as possible to its base, not 
88 yards away, or even 5 feet, if nearer approach were 
possible. . 

3. Malleable Statistics—Other observers (Drs. Adkins 
and Date), investigating independently Dr. Gordon’s deci- 
sions about shelter or exposure, but with no knowledge of 
the patients’ fate, differed from him in 58 per cent. of 
113 cases. Dr. Gordon’s remark about Torquay illustrates 
again the scope for difference of opinion; so perhaps the 
word ‘* malleable ”’ is justified. 

4. Mauvaise Plaisanterie—I must again confine myself 
to personal experience. At Dr. Gordon’s suggestion 
Devon T.O.s prepared statistics of the results of treat- 
ment in early phthisis. He then wished to enter on 
a rather low scale map the result and position (sheltered, 
exposed, or undetermined). This seemed to me most 
unsatisfactory, and foreseeing, but hoping to avoid, the 
present controversy, 1 wished Dr. Gordon to enter my cases 
himself. He insisted, however, on my being present to 
assist, and drove over with the list to my hospital at 
Torquay. He then marked the map in my presence and 
there seemed to me no doubt that what I have named ‘‘ sub- 
conscious moulding ” took place. Dr. Gordon was inclined 
to make me co-responsible for the result, but I was unwilling. 
Had I agreed, or not actively disagreed, I should have been 
classed as an ‘‘ able collaborator ”’ and not, alas, merely a 
“* mauvais plaisant.”’ 

Dr. Gordon writes wisely and well. In the paragraph on 
“approximate isolation of influences’? and elsewhere, it 
appears as if every scientific precaution was being taken; 
but a careful reading of the paper does not confirm this, and 
hefore we commence to base practical measures on these con- 
clusions further investigation, as suggested in my previous 
letter, is surely necessary. 

Opinions differ widely as to the influence of climate and 
meteorology on disease. The subject merits careful investiga- 
tion (perhaps it should be included in the collective work 
of the Joint Tuberculosis Council), and if Dr. Gordon stimu- 
lates others to undertake this his work will be well worth 
while.—I am, ete., 


Paignton, Jan. 10th. E. Warp. 





THE RURAL PRACTITIONER AND MATERNITY. 

Sir,—I am tempted to break a long-established rule of 
abstinence from epistolatory discussion by noting in your 
issue of January Srd (p. 41) a complete misstatement by 
Dr. Maurice Mottram of some remarks of mine made at the 
recent discussion at the Royal Society of Medicine on puer- 
peral sepsis. 1 shall so far observe my rule as to abstain 
from any further discussion of the matter, merely quoting 
in parallel Dr. Mottram’s account of what I said and the 
report published in the Proceedings of the Royal Society of 
Medicine for January, 1925. 


Dr. Mottram. 

Dr. Stevenson blames 
the doctor and absolves 
the midwife. This is a 
very serious charge and 
appears to be based 
solely on his interpreta- 
tion of certain figures. 


Proccedings. 

It would be a point of general utility 
to know in whose practice these deaths 
occurred, whether it was in the practice 
of doctors or of midwives; it could be 
easily determined by a tabulation of 
available records. About four years ago 
he noticed that at that time, when the 
proportion of cases attended by mid- 
wives could be held to have declined, 
owing to the return of practitioners from 
military service to their civilian duties, 
there was a sudden and very appreciable 
rise in the mortality from puerperal 
fever. He would be content with merely 
stating the fact, and suggesting that it 
constituted a further reason for making 
the tabulation he urged. 


The quotation from the Proceedings shows that I care- 
fully refrained from any attempt at apportionment of the 
responsibility for the present state of affairs. If Dr. 
Mottram regards the mere statement, without comment, of 








a definite fact, open to anyone to verify for himself, as 
blame of the doctor and absolution of the midwife, I can 
only surmise that he feels the facts of the case to be against 
him. I am by no means sure that they are, and should like 
to see the question settled by obtaining the record suggested. 
—I am, etc., 


London, W.C.2, Jan. 14th. T. H. C. Stevenson, 





NOTIFICATION OF PUERPERAL SEPSIS. 
Sir,—The discussion on the “ Notification of puerperal 


sepsis ’’ at the Royal Society of Medicine,' published in * 


this month’s Proceedings, brings out two points: (1) a 
difficulty in defining puerperal sepsis; (2) evidence of a 
disinclination on the part of doctors to notify such cases 
early, and sometimes not until a fatal termination ensues. 
As to the nomenclature, I would suggest, as was done by the 
late Herbert Williamson, “‘puerperal fever” or ‘‘pyrexia’’ 
as implying nothing more than fever during the puerperal 
period, and 1 would make notifiable a temperature over 
100° F. persisting for twenty-four hours. It should be a 
rule that a temperature chart should be kept with morning 
and evening record for six days, and once a day after until 
the tenth day. At the end of ten days it should be the 
statutory duty of the doctor or midwife to post the chart 
to the medical officer of health in every case, just as 
notification of birth has to be sent to him within thirty-six 
hours. The M.O.H. would thus have an enormous amount 
of statistical information at hand and evidence of any 
pyrexia. ‘The knowledge that this record would reach the 
M.O.H. eventually would be an incentive to the doctor or 
midwife to notify pyrexia cases early, for if they had not 
done so an inquiry from the M.O.H. when the chart of such 
a case came to hand would at once show up the delinquent. 

Early notification means early treatment and hope of 
recovery; late notification and postponed treatment, too 
often death. Co-operation between the doctor and M.O.H. 
should follow notification, and assistance in the form of 
nurses and food and specialist’s advice, when wanted, would 
be forthcoming. Removal of such cases should be a matter 
of agreement between the patient, doctor, and M.O.H. 
Ample accommodation would be found for such cases in the 
general or special hospitals up and down the country. 
Maternal mortality demands that these cases should be 
notified, and I am convinced that by insisting on tempera- 
ture records being sent in, in both normal and abnormal 
cases, early notification will follow with its good results, 
and will eventually be welcomed both by the patient and 
doctor cr midwife.—I am, etc., 


Ipswich, Jan. 12th. Joun Gutcu, M.D. 





FREUDIAN DOCTRINE. 

Sir,—It is with unalloyed pleasure that I read Dr. Ernest 
Jones’s letter in your issue of January 10th (p. 93) 
approving of Sir Bryan Donkin’s proposal for a discussion 
of the above, and trust that it will be brought about. 

Dr. Jones charges Sir Bryan Donkin with being mis- 
informed about past discussions, and refers to various 
records. It appears to me that Dr. Jones does not answer 
Sir Bryan Donkin. Sir Bryan Donkin means discussion of 
the fundamentals, the foundations of the psycho-analytic 
doctrines, whilst Dr. Jones refers to discussions on psycho- 
analytic papers which take the foundations for granted. 

Dr. Jones speaks of the Medical Section of the Psycho- 
logical Society as the ‘‘ most appropriate body of all”’ for 
such discussions! This is aimost as bad as if we left an 
inquiry into the price of coal to the coal merchants! The 
Medical Section of the British Psychological Society is ruled, 
if not dominated, by psycho-analysts. There could not, in 
my humble opinion, be a less appropriate body for an 
impartial inquiry. ; 

When my book, A Critical Examination of Psycho-analysis, 
appeared ‘at the end of 1923 an eminent psycho-therapist, 
head of a well known hospital for functional nervous dis- 
orders, who had congratulated me on my exposure of the 
Freudian fallacy, approached the Medical Section of the 
British Psychological Society with the view of discussing the 
question. * After consultation in committee, | am informed, 
such discussion was declined. 





1 British Mepica, Jounnat, 1924, vol. ii, p. 900 
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Whilst it is quite true, as Dr. Jones points out, that a 
critical notice by J. C. Fliigel of more than eight pages was 

ublished in the British Journal of Medical Psychology, he 

mits to state that a rejoinder by me, refuting every point 
of Fliigel’s criticism, was declined by the editor, again after 
consulting his colleagues. My rejoinder received ultimately 
the hospitality of the Journal of Mental Science.—I am, etc., 

Shortlands, Kent, Jan. 14th. A. WoHLGEMUTH. 

’ 
WOMEN DOCTORS. 

Sir,—It is encouraging to those interested in medical 
education to be informed by Dr. Robinson (January 17th, 
p. 149) of the efforts made by the more recently qualified 
women to gain special hospital experience in the diseases 
of children. 

It is to be regretted, however, that their opportunities 
of obtaining resident appointments are still limited. Some 
of the medical schools enumerated, while giving equal 
opportunities to men and women as far as graduation, do 
not realize their further responsibilities, and have made no 
effort to throw open to their women graduates the resident 
posts in their own hospitals. This is manifestly unfair, and 
when choosing a medical school for their daughters parents 
should make careful inquiries respecting post-graduate 
opportunities, 

Whether the woman graduate chooses a career in general 
practice, in maternity and child welfare, or missionary 
work, either abroad or in the slums of our great cities, 
a resident hospital appointment is invaluable, and to those 
desiring to specialize indispensable.—I am, etc., 

FRaNcEs IVENs, 


President of the Federation of 
Medical Women. 


Liverpool, Jan. 19th. 

Srr,—I am sure that medical women will be grateful to 
Mr. W. Robinson for his letter in giving some figures—that 
is, 78 women doctors as applicants for a junior post at the 
Children’s Hospital, Sunderland. His letter draws atten- 
tion to such a serious state of affairs that the widest publica- 
tion is necessary in order to secure a remedy. I refer to 
the fact that, owing to the few hospital posts (junior, senior, 
or honorary) now open to well qualified medical women, 
it naturally follows that when one post is available there 
will be.a greater number of women candidates than a similar 
post when male applicants are required. 

I think one may safely say that ninety-nine out of a 
hundred posts as house-physicians and house-surgeons are 
regarded as the strict preserve of the young male doctors, 
owing to the policy pursued and fostered so carefully by the 
selection committees of voluntary hospitals up and down the 
land to exclude all women doctors. B 

During the war there was a greater influx of both sexes 
of medical students to supply the needs of the nation, and 
the 11aximum was reached in 1919. In 1924 there came out 
a maximum of qualified men and women doctors from the 
medical schools. 

But even with this increase the proportion of the newly 
qualified is about one woman doctor to five men. The total 
number of registered medical women is somewhere about 
2,000 in Great Britain and the medical men registered are 
about 25,000. It is also true that the numbers of medical 
students (men and women) entering the schools are return- 
ing to the pre-war level. What is really needed is fair 
treatment for women from the selection committees so that 
there is an increase in proportion of all hospital posts that 
are open to women. I do not ask for hospital posts for all 
women in the same way, as all qualified men do not get 
hospital posts. ? 

While on this question, why is it that there are so few 
hospitals who have appointed women doctors in charge of 
beds on to the honorary staffs, yet the numbers of women 
and children to men patients to be treated are as 3 to 1 of 
all patients? Pure prejudice on the part of the male 
colleague, I fear, must be the answer. Public opinion has 
always been on the side of the woman doctor. Hence she 


must be allowed the same facilities to equip herself as her - 


male colleague. 

With the changes that must necessarily come over hospital 
management and finance, the methods of appointment must 
also change. I am sure the day will come when the hospital 





patient will have the right of access to the services of a 
woman doctor. Every hospital which relies on an appeal to 
the public for support will have to see that a proportion of 
the honorary staff are women. 

I am, of course, quite aware that the letter of Mr. W. 


‘Robinson is meant as a deterrent and warning to parents 


and intending medical women candidates as threatening 
future unemployment. Let me tell them to take no heed 
of such “‘ Partingtons,’’ for the public needs, and demands, 
medical women in many and ever-widening spheres. Our 
movement has too strong a hold to be pushed back, much 


as the reactionary would like it.—I am, etc., 
Mapex L. Ramsay, M.D., 


Plymouth, Jan. 18th. F.R.C.S.Edin. 


THE ELECTRONIC REACTIONS OF ABRAMS. 

S1r,—I can only speak for myself, but I imagine that a 
number of other Fellows of the Medical and Electro- 
Therapeutical Sections of the Royal Society of Medicine 
would agree with me that the Communication of Sir Thomas 
Horder of January 16th must certainly rank as one of the 
most extraordinary and tantalizing communications that 
has ever been presented before a scientific society. As 
there was no time left for discussion, and discussion at a 
later date was not at present desired by those at the 
meeting, I can only hope that you, Sir, will allow a few 
comments through the columns of the JouRNAL. 

Sir Thomas Horder disclaimed responsibility for the 
report except for a fifth share. But while, on the one hand, 
he emphatically declared for the final deposition as false 
gods of the oracular Abrams’s boxes, his acute diagnostic 
instinct might have warned him that the effect on the lay 
public and on ‘“ electronists’’ of the encouraging gesture 
he made on the other hand in disclosing the 100 per cent. 
accuracy of certain incompletely described physical tests 
with Dr. Boyd’s modifications, would only be to confirm in 
the minds of many of the public the rightness of their view 
that there still ‘“‘ may be something” in the original 
Abrams’s boxes: and so, indeed, the Morning Post to-day 
(Saturday) interprets his committee’s report. 

One can only wish publication of any report had been 
delayed till further detailed announcements could be made 
with regard to the possible scientific or medical uses or not 
of Dr. Boyd’s apparatus, or else that at least more informa- 
tion had been given as to the nature of the tests and 
responses in Dr. Boyd’s almost magical copper-gauze lined 
cabinet. A 100 per cent. accuracy is almost too good to 
be true in most scientific work: it suggests that some simple 
solution for the cause of the phenomena must be there, to 
be found if only we can trace it. I shall only suggest 
briefly a few matters as to which I should have liked to 
have had information vouchsafed before a scientific meeting. 

1. The nature and origin of the substances used in the 
tests. What was used besides ‘‘ sulphur’’? What proof, 
for example, was there that there was no radium present in 
the ‘‘ active’’ substance? In-more detail we should have 
heard how the ‘‘substances’’ were presented to the recording 
complex of apparatus and boys. 

2. What the copper-gauze screen was supposed to- shield 
the apparatus from. Were any experiments made to test 
whether, for example, wireless waves were reduced in ampli- 
tude in the cabinet, or neighbouring potentials of electric 
fields, such as those in the electric lighting circuits, were 
diminished or abolished? In short, what were the physical 
differences between the outer room and the inside of the 
screened cabinet? 

3. Scientific experiments and results (with the rarest 
possible exception) can be duplicated at other times and im 
other places. Would Dr. Boyd be willing to submit his work 
to a London committee in London? The copper-gauze cal 
be duplicated: are the Glasgow boys essential ? 

4, What interpretation does Sir Thomas Horder give fot 
the epigastric percussion sign? He acted as what may be 
called the medical referee of the committee, and some 
attempt at explanation might have been expected from him 
at a medical gathering, of his findings on the boy, and his 
personal sensations when acting as indicator. The ep 
gastric note on percussion depends obviously on two factors: 
(1) the contents of the stomach, transverse colon, etc., @ 





(2) the thickness or rigidity of the abdominal wall. With 
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rigid rectus muscles the tympanitic note is masked, and the 
note is ‘‘ duller.””, Now if the boy whose epigastrium is per- 
cussed has an abdominal wall contraction when the “‘active’’ 
substance is presented, he must have that (1) voluntarily, o¥ 
(2) involuntarily, as a result of some sign or sensation— 
for example, when an electric current passed from his 
forehead electrode to the earthed plates on which he was 
standing. Now as currents as small as 10 -12 ampére can be 
measured by Einthoven and Paschen galvanometers, and 
even smaller currents can be accurately estimated by almost 
infinitesimal differences of potential by quadrant electro- 
meters and electroscopes (currents much smaller than those 
potential changes continually taking place at and near the 
epigastrium owing to the heart’s contractions), it seems 
strange that physical measurements were not made, or at 
least were not given, of the probable current changes; also 
their differentiation from those detectable by the electro- 
cardiograph. Indeed, with the refinements of scientific 
apparatus now available, it would seem difficult to realize 
what useful purpose the boy and his epigastrium can serve 
as an indicator! Is the boy as a ‘‘ medium ”’ or indicator 
more sensitive than a modern electrometer to potential 
differences? For Dr. Boyd’s use of an ‘ inductance ”’ 
suggests that potential differences are at work in the 
production of his results. 

_ In short, the whole position, from the point of view of 
those (especially of the Electro-Therapeutical Section, who 
were invited to the meeting, but were unable to express any 
opinions) who are more familiar with electrons and of elec- 
trical apparatus and measurements, was left most unsatis- 
factory, if not ridiculous. The whole matter seems to be 
as yet of no nedical interest, vet medical developments were 
hinted at; so I can only suggest to Sir Thomas Horder and 
his committee that it might be well to allow a full and 
unbiased investigation to be conducted by a representative 
committee of, say, physicists such as Professors Sidney Russ 
and IF. L. Hopwood, or physiologists who are familiar with 
physical experiments in medical subjects: then one may 
hope Dr. Boyd’s vaunted advance on Abrams’s methods will 
be removed from the atmosphere of thaumaturgy in which 
I for one felt the subject was left by the Communication to 
the meeting on Friday.—I am, cic., 

London, W.1, Jan. 17:h. J. H. Dovcias Wepster. 





THE NURSING DIFFICULTY IN THE SMALLER 
HOSPITALS. 

Sir,—-Dr. Nason’s letter in your issue of December 
7th, 1924 (p. 1214), very effectively expresses the fear that 
serious difficulty will shortly arise in obtaining probationers 
to be trained in the smaller hospitals now that the regu- 
lations of the General Nursing Council for qualifying for 
the Nursing Register have come into force. 

His statement that ‘‘ many of the most satisfactory 
nurses now employed throughout the country have been 
trained, and well trained, at these smaller hospitals ” 
cannot be denied, and, indeed, it could hardly be otherwise. 

I have for the past cighteen years been a member of 
the honorary surgical staff of a small hospital in one of 
the remete districts of England, ten miles from Land’s 
End, and have consequently had some years of experience 
in the practical training of nurses suitable for small 
hospitals. In the hospital to which I refer the number of 
beds is nominally twenty-eight, but the average daily 
number of in-patients in hospital is forty-two. The total 
of in-patients for last year (1924) was 526, and the number 
of operations performed was 558, including 110 cases of 
appendicectomy (with three deaths), 10 of hysteropexy, 
6 of hysterectomy (subtotal and total), 2 of gastro-entero- 
stomy, 2 of prostatectomy, numerous laparotomies, 
7Caesarean sections, and 40 cases of tonsils and adenoids. 

The nursing staff numbers twelve, including the matron, 
and the complete staff, including the matron, has been 
trained in the hospital. There is no house-surgeon. The 
turses attend lectures delivered by the honorary medical 
staff, and are capable of passing the ordinary written 
txaminations set to nurses in large hospitals. 

The above figures speak for themselves in demonstrating 
the usefulness and certainty of the continuance in 
existence of the smaller hospitals, as also does the signifi- 
tant fact that both matron and nurses have all been 











trained in the hospital, which shows how the small hospitals 
in remote districts have long since met and solved the 
problem of the nursing difficulty. 

_ It cannot be denied that the surgical nursing experience 
in such a small hospital is, to say the least, considerable 
and varied, and medical experience is obtained by the cases 
of enteric fever and pneumonia which are admitted for 
treatment. 

The individual responsibility and experience developed 
by a third year nurse in our small hospital is the out- 
come of her training in the wards (especially on night 
duty in charge of operation cases), in the casualty depart- 
ment, in the operating theatre, «x-ray, and electrical depart- 
ments. That she becomes a much more all-round, self- 
reliant, and valuable nurse than one trained in a large 
hospital has been the experience of the medical staff. In 
fact the nurse trained in a large hospital, with its environ- 
ment of house-surgeons and students, has not, as a rule, 
the adaptability necessary to the requirements of the small 
hospital, and in many cases finds herself unwanted owing 
to her unsuitability. Affiliation arrangements with large 
hospitals have proved unworkable, and distasteful to the 
third year nurses who have tried them, owing to the fact 
that the large hospital usually treats them as newly 
entered probationers. 

Dr. Nason’s apprehensions as to the continuance of the 
supply of probationers of the right stamp for the small 
hospitals dwing to the new regulations are not unfounded. 
But the certain demand of the small hospitals for proba- 
tioners, their capability to train them for their own needs, 
and the certainty of the nurses when trained, although 
non-registrable, being able to earn their livelihood in, 
and in connexion with, the small hospitals, leaves no 
doubt that the supply of at least the present standard 
will continue. 

The regulations of the General Nursing Council were 
probably aimed in their intention at putting a stop to the 
existing pernicious practice of allowing nursing homes to 
take untrained girls and send them out after a few months 
of so-called ‘‘ training ’’ in the nursing home to earn full 
nursing fees for the benefit of the home. One can hardly 
conceive that the General Nursing Council seriously con- 
templated penalizing the nurses trained in a small hospital. 

It behoves the medical staffs of the small hospitals to 
unite with the nurses trained in them to bring pressure 
to bear on the General Nursing Council to reconstruct 
their regulations so as to recognize the claim to admission 
to the Nursing Register of the nurses trained in small 
hospitals, which is as undeniable as their efficiency is 
demonstrable. Surely the whole difficulty could be met 
by the General Nursing Council instituting a State exam- 
ination for nurses, the passing of which would entitle the 
nurse to have her name placed on the Nursing Register, 
provided she had been trained in a bona-fide hospital, 
irrespective of the number of beds it contains.—I am, etc.; 

ki. C. Epwarps, 
Honorary Surgeon, West Cornwall 


January 6th. Hospital, Penzance. 


HOSPITAL APPOINTMENTS. 

Sir,—A relative of mine was recently a selected candidate 
for the post of house-surgeon at a hospital in a fashionable 
town on the south coast. The candidates were informed 
that the man appointed would be required to sign an agree- 
ment that he would not practise in the town for a period 
of five years under a penalty of £500. Needless to say, the 
advertisement of the vacancy did not mention this rather 
important proviso. 

Several thoughts occur to me. 

1. If the house-surgeon broke his agreement, who would take the 

v 


. Could the penalty be legally enforced? 
5 a a vroviee for the benefit of the honorary staff or the 
hospital ? : iE 
4 Is the staff afraid of compet ition? oy 
5. Does the committee think such a proviso improves its chance 
btaining the best house-surgeon! . 
a Ts this-a modern innovation or a relic of the past? 
Personally I cannot understand the lay members of the 
committee agreeing to such a handicap.—! am, etc., 
January 18th A Hospitat SURGEON, 
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Obituary. 


CLEMENT DUKES, M.D., F.R.0.P., M.R.C.S., 

Consulting Physician to Rugby School. 
We regret to announce that Dr. Clement Dukes died at his 
residence in Rugby on January 18th, at the age of 79. 
The son of the Rev. Clement Dukes, he was born in London 
in 1845, and became a student at St. Thomas’s Hospital. 
He obtained the M.R.C.S. diploma in 1867; in 1869 hoe 
graduated M.B., B.S.Lond., with honours and a gold medal, 
and proceeded M.D. in 1876. After holding appointments 
at St. Thomas’s Hospital, Great Ormond Street Hospital, 
the City Chest Hospital, and Moorfields Ophthalmic 
Hospital, he succeeded Dr. Farquharson as medical officer 
of Rugby School in 1871, and served under four head 
masters. When he retired from this post in 1908 he was 
appointed consulting physician to the school. During those 
thirty-seven years-he acquired a world-wide reputation as 
@ pioneer in promoting the health of public schoolboys, 
and as an auliority on the hygiene of adolescence. His 
book Health at School is now in its fourth edition, and his 
Essentials of School Dict in its second edition. He also 
contributed articles on school health to Morris’s Book of 
Health, and on the hygiene of youth to Allbutt’s System of 
Medicine. 

Dr. Dukes also won a well deserved reputation as a 
specialist in skin diseases. He contributed articles on 
scarlet fever and rubella to the Encyclopaedia of Medicine, 
and in 1900 he published in the Lancet an article entitled 
{Qn the confusion of two diseases under the name of 
rubella (rose rash).’”? In this article he suggested that 
under the term ‘‘ rubella’’ two etiologically and patho- 
logically distinct infections were included. To the new 
disease thus brought to light he attached the title ‘‘ the 
fourth disease,’’ in consequence of its resemblance to scarlet 
fever, measles, and rétheln. His conclusions attracted wide 
interest and were the subject of much discussion. He was 
awarded the Howard medal of the Royal Statistical Society 
in 1884; in 1911 he obtained the Bisset-Hawkins medal of 
the Royal College of Physicians, and he received the silver 
medal of the French Society of Hygiene. His other offices 
included those of justice of the peace for the county of 
Warwick, honorary consulting physician to the Hospital of 
St. Cross, medical referee to the Workmen’s Compensation 
and Mental Deficiency Acts, and he had held the rank of 
surgeon colonel (V.D.) of the South Midland Brigade and 
the 2nd Volunteer Battalion of the Royal Warwickshire 
Regiment. He was chairman of the Northamptonshire 
Division of the British Medical Association in 1906, and 
president of the South Midland Branch in 1912, 





Dr. Nozt Sruart Wuitron died at his residence, Clyde 
Road, Fendalton, Christchurch, N.Z., on November 28th, 
1924, after an illness of ten days’ duration. He was born 
in Oamaru, N.Z., on December 9th, 1890. He was 
educated at Waitaki High School, and subsequently at 
Otago University, where he graduated M.B., Ch.B. in 
1915. After spending a few months as house-surgeon at 
Hamilton Hospital he came to England, where he joined 
the R.A.M.C. In October of the same year he went to 
France as surgeon to the 9th Sussex Regiment. In France 
he was present at the battle of Loos and several subsequent 
engagements. He gained the Military Cross and was twice 
mentioned in dispatches. Subsequently he served in Meso- 
potamia and Palestine. He returned to New Zealand at 
the conclusion of peace, and joined the staff of the Christ- 
church Hospital as house-surgeon. A year later he again 
went to London for a post-graduate course; on his return 
to New Zealand he was appointed assistant surgeon to the 
Christchurch Hospital in the ear, nose, and throat depart- 
ment. In 1922 he married Miss Enid Taylor. He leaves 
a widow and one son. He was a member of the Canterbury 
Division of the British Medical Association. 


We regret to record the sudden death, on January 10th, 
of Dr. Pomp Presse, a much respected Lancashire practi- 
tioner. He was a native of Blackburn, and studied medi- 
cine at the Universities of Aberdeen and Manchester. He 





graduated M.B., C.M.Aberd. in 1895, and soon afterwards 
returned to Blackburn. He was physician to the Black. 
burn and East Lancashire Royal Infirmary and medical 
officer and public vaccinator for the third district of the 
Blackburn Union. Dr. Prebble had shown great interest 
in the work of the British Medical Association, which he 
joined immediately after graduation. He was a member 
of the Lancashire and Cheshire Branch Council for 1907-13 
and from 1917 to 1923, the representative of the Division 
in the Representative Body for 1910-12 and again for 
1919-23, and chairman of the Blackburn Division in 1914, 
He was also the representative of the town council on the 
Blackburn Insurance Committee. At the meeting of the 
Blackburn Insurance Committee on January 13th a vote of 
condolence with the relatives was passed. The funeral, 
which took place at Mellor on January 15th, was attended 
by many members of the profession and of representatives 
of the various bodies with which Dr. Prebble had been 
associated. 


a 








Medico-Legal. 


REX vy. BATEMAN. ‘ 
AN application for leave to appeal has been lodged in the case 
of Rex v. Bateman, one of the grounds being misdirection of 
the jury by the judge. The hearing will take place in a 
fortnight’s time. 








Anibersities and Colleges. 


UNIVERSITY OF CAMBRIDGE. 
AT a congregation held on January 16th the following medical 
degrees were conferred : . 


M.D.—*G. W. Theobald. 

M.Cuarr.—E. P. Brockman. 

M.B., B.Cu1r.—J. B. Leather, A. A. Lees, L. V. Snowman, 
M.B.—H. W. H. Holmes. 

B.Curm.—J. Gray. 





* Admitted by proxy. 


UNIVERSITY OF GLASGOW. 
AT the meeting of the Glasgow University Court on January 8th 
the Principal, Sir Donald MacAlister, announced that Mr. Lawrence 
MacBrayne had offered to found three scholarships, one each in 
engineering, medicjne, and pure science. The scholarship in 
medicine is to be known as the Robine Eckford MacBrayne 
Scholarship in Medicine, and will be of the value of £50 per annum, 
tenable for three years; it will be competed for in 1926. It was 
also announced that Mr. MacBrayne had intimated his intention 
to give a donation of £1,250 to the Royal Infirmary for the endow- 
ment of a bed in the Infirmary in memory of his son, Lieutenant 
John Burns MacBrayne, 17th Highland Light Infantry, who was 
killed in the war. 


UNIVERSITY OF ST. ANDREWS. 
A GRADUATION ceremonial was held at £. Andrews on January 16th, 
when the folrowing degrees and diplom..s were conferred ; 


M.D.—L. H. Henderson, J. Singh. 

Cu.M.—T. J. Mitchell. 

Pa.D. Pocuity Medicine).—G. R. Ross. 

M.B., Cu.B.—Ethel A. Adamson, M. L. Ahuja, B. W. C. Archer, 
Cc. B. Armit, Margaret L. Buist, W. R. C. Campbell, Winifred D, 
Cargill, A. F. D. Carrie, Janie 8S. Conway, D. R. Ferens, H. J. Fraser, 
D. R. Gillies, J. 8. Gurawara, Margaret K. Heron, A. K. M'Cowan, 
F. D. MacGilp, J. F. M Hugh, 8S. R. M. Muckay, H. M‘Leish, A. D. F. 
Menzies, Dorothy L. Millar, Katharine MacD. Morison, A. R. Munro, 
D. B. Smith, D. Stewart, Annie H. Sirachan, E. A. Struthers, 
Laura W. Webster. f 

> J. Campbell, G. G. Buchanan, W. M. Cumming, Olive M 
Whyte. 








— 








Che Soertrices. 





NAVAL MEDICAL COMPASSIGNATE FUND. 
At the quarterly meeting of the directors of the Naval Medical 
Compassionate Fund, held on January 20th, when Surgeon Vic 
Admiral Joseph Chambers, C.B., C.M.G., Medical Director-Gen 
of the Navy, was in the chair, the sum of £60 was distributed 
among the several applicants. 


DEATHS IN THE SERVICES. 

Lieut.-Colonel Louis William Swabey, R.A.M.C. (ret.), died a 
Bath on January 10th, aged 68. He was born in Canada, and way 
the son of the late Rev. Henry Birchfield Swabey. He_ was 
educated at St. George’s, and took the M.R.C.S. in 1879 and the 
L.R.C.P.Ed. in 1880. He entered the army as surgeon on February 
5th, 1881, became lieutenant-colonel after twenty years’ servich 
and retired on February 5th, 1911. He served in the Egyptian = 
of 1882, receiving the medal and the Khedive’s bronze star, 
in the Sudan campaign of 1885, at Suakin, receiving a —— 
also rejoined for service in the late war, from August 15th, 1914 
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Medical Netus. 


A MOORFIELDS Research Scholarship, value £50 per annum, 
year, but renewable for a further period of 


tenable for one 
twelve months, 
Moorfields Eye 
of the Lang Clinical Research 
which has now lapsed. Applications, 
subjects for research, should be sent to the Honorary 
Medical Board, at the hospital by January 3lst, 
WITH the view of 
science the Grocers’ 
& year, tenable for one year, but renewable for a second o 
third year. An allowance is also made to meet the cost o 
apparatus and other expenses in connexion 
Applications to be 
Grocers’ Company, Grocers’ Hall, 
of application and further particulars can be obtained, 
THE Fellowship of Medicine announces that 
Rolleston will deliver a lectare on the medical 
stones, on January 30th, at the Royal Society of 
5.30 p.m. A combined course in diseases of 
arranged by the Paddington Green 
Hospital, and the Children’s Clinic, 
A four weeks’ course, 
at St. John’s Hospital for Diseases of the Skin. 
hensive course at the 


has been initiated by the Medical Board of th 


Company offers 








February 2nd to 26th. 
tropical diseases will be given twice a 
Tropical Medicine by Dr. Low and 
February 3rd. 
Hospital for Women, 
postponed until March 16th. Copies 
obtained on application to the secretary 
Street, W.1. 

THE North-East London Post-Graduate College is holding 
& special intensive post-graduate course from February 16th 
to 28th. The course will include demonstrations of clinical 
and laboratory methods used in the diaguosis or treatment of 
disease, and afternoon demonstrations of sroups of selected 
cases, Clinics in the wards and out-patient departments, 
and, at 4.30, a Clinical lecture. The lecturers wil] be 
Mr. James Sherren, Dr. H. W. Barber, Dr. P, Manson-Bahr, 
Mr. H. D. Gillies, and members of the teaching staff. On 
the Saturday mornings there will be demonstrations on the 
early diagnosis of the infectious fevers, at the North-Eastern 
Fever Hospital, by Dr, F, Thomson, and on mental diseases, 
at the L.C.C, Mental Hospital, New Southgate, N., by Dr. 
8 J. Gilfillan. The fee for the course is 3 guineas, or 
2 guineas for either week. Names should be sent to the 
Secretary of the Fellowship of Medicine (1, Wimpole Street, 
W.1), or to the Dean, Dr. A, J, Whiting (19a, Cavendish 
Square, W.1), by February 13th. 

THE anniversary dinner of the Medical Society of London 
Will be held at’ the Grand Hotel, Trafalgar Square, on 
Wednesday, March 11th, at 7.30 p.m. 

A MEETING of the section of the Royal Microscopical Society 
formed to deal with the industrial applications of the micro- 
scope will be held at the house of the Society (20, Hanover 

uare, W.1) on Wednesday next at 7.30 p.m., when Pro- 
fessor R. Stenhouse Williams, M.B., will preside and deliver 
an introductory address on the fundamental importance of 
the microscope to the dairying industry. A series of com- 
nunications bearing on the general subject will be made. 

THE next meeting of the North-Western Tuberculosis 
Society will be held on Thursday, January 29th, at 3.15 p.n., 
at the Public Health Laboratory, York Place, Manchester, 
When Professor Topley will read a paper on infection and 
tesistance in tuberculosis. Medical practitioners interested 
ate invited to attend. 

THE Red Cross Society of Russia announces that the third 
All-Russian Congress on Malaria will be held in Moscow, from 
february 3rd to 8th next. The questions to be considered 
Include the transmission and epidemiology of malaria; the 
ght against malaria in Russia; and various scientific ques- 
tions relating to malarial research. Inquiries should be 
dressed to the Sanitary Epidemiological Department, 
‘arkomsdray Moscow, Maly Tcherkassky Pereulok. Moscow. 

MEssrs. OGILVY AND Co., scientific instrument makers, have 
tmoved their offices to 20, Mortimer Street, London, Wake 
Where special arrangements have been made for the demon- 
Station of instruments. 

THE income from all sources of the Metropolitan Hospital 
Saturday Fund for 1924 showed an increase of over £6,000 on 
the Previous year’s total of £100,765. The business house, 
Workshop, and factory collection amounted to £79,583, 
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Hospital, City Road, E.C.1, as a continuation 
Scholarship at the hospital, 
and if possible suggested 
Secretary, 


encouraging original research in sanitary 
scholarships, each of £300 


with the work. 
Sent before April lst to the Clerk of the 
E.C.2, from whom forms 


Sir Humphry 
aspects of gall 
Medicine, at 
children has been 
Hospital, the Victoria 
to begin on February 2nd. 
Starting on February 2nd, will be held 
i A compre- 
London Lock Hospital will extend from 
Eight clinical demonstrations on 
week at the School of 
Dr. Manson-Bahr from 
The course in Synaecology at the Chelsea 
due to begin on February 2nd, has been 
of the syllabus of the 
above courses and the Bulletin of the Fellowship may be 


at No. 1, Wimpole 
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ORIGINAL ARTICLES and LETTERS forward: 


ALL communications with reference 


Tue telephone number 


“W. A. M.” writes: 


“ P.” asks for information as 
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THE subject of the four physic to be given at 
Gresham College, Basinghall Street, London, E.C.2, by Sir 
Robert Armstrong-Jones during this term is the bodily senses 
and their menta] representation. ‘The lectures will be given 
on Tuesday, Wednesday, Thursday, and Friday next week at 

Pp-M. On each day. Admission is free, 

Dr. J. WRIGHT HILr, of North Woolwich, on the occasion 
ot his retirement, has received from his friends and patients 
in the district a Wireless set and other gifts in appreciation 
of his services during the past thirty-eight years. 





annual general assembly, the 


annual commemoration service, 
and the conference 


of overseas representatives, which were 
day. The publication is illustrated by 
photographs and an etching of St. John’s Gate, Clerkenwell, 
by Mr. W. Monk ; and includes & short article on first aid at 
the British Empire Exhibition, and a summary of an article 
dealing with the history of the Order, which appeared in the 
Times in connexion With these events. Tlie publication can 
be obtained from the Chancery of the Order, St. John’s Gate, 
Clerkenwell. 


WE are asked to announce that the sixteenth international 
course of lectures on medicine will be held in Vienna, from 
February 9th to 21st, and will deal with the diseases of the 
digestive organs and their therapeutics. A special course of 
clinical work will follow from February 23rd to 28th. Inquiries 
should be addressed to the secretary, Dr. Kronfeld, Wien IX, 
Porzellangasse 22. 
THE December issue of the Revue d’Ilygiéne is devoted to 
the proceedings of the eleventh Frepch Congress of Hygiene, 
held in Paris from October 2lst to 24th, 1924, when papers 
were read by Dr. E. Dufestel on instruction in hygiene in 
elementary schools, by Dr. F, Humbert on the part played 
by the Red Cross in the teaching of hygiene in various 
countries, by Dr. Salmon on public health in England, by 
Dr. Montreuil-Strauss on instruction in sex hygiene, and by 
Dr. P. Kovindjy on the role of the doctor in physical 
education. 
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d for publication 
Britisn Mepican JOURNAL 
Authors desiring reprints of 
Britisn Mepica JOURNAL are 
the Financial Secretary and 
W.C.2, on receipt of proof, 


are understood to hy onfercd to the 
alone unless the coutrary be stated. 
their articles published in the 
requested to communicate with 
Business Manager, 129, Strand, 


CoRRESPONDENTS who wish notice to be taken of their communica- 


tions should authenticate them with their names—not necessarily 
for publication. 


to advertisements as well as 
orders for copies of the Journat should be addressed to the 
Financial Secretary and Business Manager, 429, Strand, London, 
W.C.2. Atieniion to ihis request will avoid delay, Communications 
with reference to editorial business should bo addressed to the 
Editor, Britisn MEvIcaL JOURNAL, 429, Strand, W.C.2. 


Communications intended for the current issue should be posted so 


as to arrive by the first post on Monday or at latest be received 
not later than Tuc sday morning. 
of the Brittsn Mepricat Association and 
British Mepicar JournaL is Gerrard 2630 (Internal Exchange). 
The telegraphic addiesses are ; 

EDITOR of the Britis Mepicat Journat, Aitiology Westrand, 
London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, ete.), Articulate Westrand, London. 

MEDICAL SECRETARY, Mediseera Westrand, London, 

The address of the Trish Office of the British Medical Asso- 
ciation is 16, South Frederick Street, Dublin (tele rams : 
Bacillus, Dublin: telephone : 4737 Dublin), and of the Scottish 
Office, 6, Rutland Square, Edinburgh (telegrams: Associate, 
Edinburgh; telephone : 4361 Central), 
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QUERIES AND ANSWERS. 


A TEMPORARY Warp. 

A cottage hospital is being built, but the 
scheme proposed cannot now be carried out owing to the lack of 
funds. The hospitai consists of one floor only, and the addition 
of a children’s ward would make the building complete. 
“* 'W. A. M.” asks for advice as to the best form of construction 
fora temporary ward for six beds, and a rough estimate of the 
cost. 


TREATMENT OF TUBERCULOUS MESENTERIC GLANDS. 
to the action of ultra-violet rays or 


STRUCTURE AND Cost oF 
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injections of sodium morrhuate on tuberculous mesenteric glands, 
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LETTERS, NOTES, AND ANSWERS. 
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EPILEPTIFORM FITs. 


Dr. Ceci, E. REYNOLDs (Los Angeles) writes: I have just read 


“H. C. B.’s” inquiry in the JouxNAL of November 8th, 1924, 
asking advice for the treatment of epileptic fits of almost daily 
occurrence in a child of 5. He does not describe the attacks, nor 
state which way the head and eyes deviate at the beginning and 
during the attack, nor whether the fit begins with tonic em- 
prosthotonus, opisthotonus, or pleurothotonus. Generally speak- 
ing, in a case of this kind, if the stools have been found negative 
for parasites and ova, a subtemporal decompression reveals great 
excess of subdural and subarachnoid fluid, and sometimes cures 
the patient. If this does not suffice, but has definitely established 
a diagnosis of external hydrocephalus, a two-stage suboccipital 
decompression will probably cure. Many of these cases follow 
acute fevers, such as tonsillitis, measles, and whooping-cough. 
May I refer ‘“ H. C. B.” to my communications in the BRITISH 
MEDICAL JoURNAL of July 16th, 1921, and June 17th, 1922, 
recording similar cases which defied all medical treatment and 
were progressing to death. The patient described in July, 1921, 
is still perfectly well,as also two previous and several subsequent 
patients. In 1921 I suggested this was a rare cause of seem- 
ingly ** idiopathic” epilepsy, but now I know it is common. 
Operation is the only recourse. The fluid must be allowed to 
drain into the tissues very slowly, and as little lost at operation 
as possible ; sudden release is very dangerous. It is safer merely 
to prick the dura at the first operation, when fluid is seen to 
spurt out six inches or more. It can then be fully opened five days 
later and the dura tucked under the muscles to act as drains; 
no catgut should be used, only fine silk. Diagnosis may be 
impossible before the fluid is found when operating, but spinal 
puncture may give a clue both by its pressure and by the tempo- 
rary benefit produced; this, however, is very deceptive. Iu 
external hydrocephalus the fit usually begins with tonic em- 
prosthotonus, and is followed by clonic jerking of the head and 
eves to the right in right-handed and to the left in left-handed 
children. This is not nearly so constant in internal hydro- 
cephalus. Between the fits the earliest physical sign is a slight 
alternating internal strabismus, and later a slight weakness of 
that side of the mouth innervated by the more highly educated 
hemisphere. Any tendency to turn in one foot in walking should 
be noted. 
INCOME TAX. 
Licence for Male Servant. 

B. A.’s’’ chauffeur is wholly employed in connexion with his 
medical practice ; is he liable to the male servants’ tax of 15s. ? 

*.* In the circumstances quoted the chauffeur is not, in our 
opinion, employed in a personal, menial, or domestic capacity, 
and no licence duty is payable. 





LETTERS, NOTES, ETC, 
RADIUM THERAPY IN MALIGNANT DISEASE. 


In our review of the annual report of the Medical Research Council 


last week (p. 124) the statement made with regard to the British 
Empire Cancer Campaign was confused. In order to put the 
matter right the best course will perhaps be to quote in full the 
paragraph from the section of the report headed ‘‘ Radium 
Therapy in Malignant Disease.’’ 

‘Important aid is now being brought to the work by two 
allocations of funds by the British Empire Cancer Campaign. 
One of these is for the purchase of a further five hundred milli- 
grams of radium salt to enable the investigations to be extended 
in certain urgently desirable directions. The other is for the 
initial and current cost of an emanation service to be established 
at the Middlesex Hospital in connexion with the radium already 
eee by the Council. For this purpose about a gram of 
radium salt lent by the Council is being placed in solution to 
provide a source of emanation for use at the different centres 
supplementing the treatment by use of the radium salt itself.” 


THE MOTOR DRIVER’S REGISTRATION BOOK, 


TH Automobile Association recently bronght to the notice of the 


Home Secretary the conviction of a motorist by the Ouse and 
Derwent Bench on two charges—(1) failure when on the road to 
produce his registration book upon the request of a police offier, 
and (2) the omission of the make and horse-power of the car from 
the licence affixed to the car. As regards the first charge, the 
registration book itself states: ‘‘ Keep this book in a safe place— 
not on the car.’’ As regards the second charge, the licence 
affixed to the car was in the form issued to the motorist by the 
ag og licensing authority, and the fact that certain words 

ad been omitted was clearly no fault of the motorist. Never- 
theless, in each case the motorist was fined £1. The Automobile 


' Association is now informed by the Home Secretary that he has 


recommended the remission of the fines imposed. We should 
think so! 
Sursum- CorDA. 


Dr. GEORGE C. STEWART (Falkirk) writes: If any of your readers 


is suffering from mental depression from any cause I can heartily 
recommend the prescription which Mr. Selwyn Image (who 
writes the introduction to the Memoir of Thomas Beivick, recently 
reissued) found so efficacious—namely, a reading of that book. It 
breathes the very — of homely common sense and sound 
mental health, and the woodcuts are a perpetual joy. Although 
Bewick’s father refused medica! attendance during his last ill- 
ness, and threatened to throw any drugs which his son offered to 





send him behind the fire, Bewick himself considers that he was 
fortunate in having been intimate with members of the learned 
professions, and pays a fine tribute to our profession when he 
writes—* On taking a comparative survey of the whole, I cannot 
help giving a preference to medical men; for, besides their 
learning and attainments in common with other professions, 
they appear to me, generally, to be further removed from 
prejudice, more enlightened, and more liberal in their senti- 
ments than the other labourers in the vineyards of science and 
literature.’’ While the profession maintains this posivion in the 
opinion of hard-headed, cultivated men of the Bewick type (the 
best English yeoman class), we need not fear the machinations 
of any Government. 


ANTE-OPERATIVE SKIN DISINFECTION. 

Sir JoHN O'Conor, K.B.E., M.D. (Buenos Aires), writes: The 
recent correspondence about the dangers of picric acid inspires 
me to beg leave for space to pay tribute of homage to tincture of 
iodine (B.P.), which (apart from abdominal work, in which I 
found it a grave peritoneal irritant) has afforded me most grati- 
fying results. After many years’ hospital experience I can, in 
all sincerity, testify that in all neck and breast operations, in 
bone and joint surgery, as well as in scrotal, vaginal, and rectal 
Sn. tincture of iodine pigment is an ideal method of skin 

isinfection, and does not, if employed as sole chemical, excite 
any subsequent skin irritation once in every three hundred cases, 
If it is used in conjunction with any other chemical, notably 
mercury, anything may happen, consequently whenever an 
operation case goes septic care must be taken to remove all 
visible iodine (with alcohol) before employing any fomentation 
or other chemical disinfectant. For abdominal skin disinfection 
I have only one formula. The skin of the part is gently scrubbed 
and washed with sterilized nail brush, soap, and hot water for ten 
minutes, then washed with alcoholic perchloride of merewy 
lotion (1 in 1,000) for five minutes, covered with sterilized lint 
wrung out in aqueous ‘* perchloride’’ lotion (1 in 3,000), wool, 
and bandage. When the latter are removed, on the operation 
table, a final wash is given with alcohol mercurial lotion. 


TUBERCULOUS DISEASE OF THE STERNUM. 

Dr. B. R. CLARKE (Forster Green Hospital for Consumption, 
Belfast) writes with reference to the memorandum by Dr. Johnson 
(BRITISH MEDICAL JOURNAL, January 10th, p. 71): I cannot find 
any evidence of tuberculosis either in the clinical report or in 
the post-mortem findings. The history, signs, symptoms, ani 
post-mortem changes of Dr. Johnson’s case seem to me to suggest 
pyaemia rather than tuberculosis. 


BRIGHTER BIOCHEMISTRY. 

THE second annual issue of Brighter Biochemistry, the illustrated 
journal of the Biochemical! Laboratory, Cambridge, calls to mini 
a tag from J'he Pirates of Penzance: *‘Oh! here is love, and her 
is truth, and here is food for joyous laughter!’? The ‘ lov 
element ’’ is certainly buried as deep as the more abstruse words 
in a cross-word puzzle, but Fig. 2 indicates the difficulty of 
separating the affinity-loving A and B particles—a task describel 
as ‘*thermodynamically impossible.” A certain antifeminist 
bias is discernible in the ballad about Jane ‘‘ who had m 
bacteriological technique, and so perished miserabiy,”’ and in 
the tragedy of Cuthbert, who worked next door to ‘‘a mos 
untidy feckless maid,’ who mixed such labels as ‘ saccharose 
puriss’’ and ‘“ KCN.’”’ Under the head of ‘ truth’? must bk 
classed the editorial announcement on page 6, and also perhaps 
the opening poem, over the august initials ‘‘F.G. H.” whieh 
occupies a page ir ingenious elaboration of the theme: ‘I write 
to say I will not write.”’ ihe third ingredient, ‘* joyous laughter,” 
is supplied in abundence, even though the high spirits d 
Cambridge biochemists are sometimes expressed in language tu 
highly technical for readers of an older generation. But mostof 
us can appreciate the humour of such a poem as that beginning 


I cannot synthesize a bun 
By simp y sitting in the sun; 
and ending— 
But readers, rhyzostomes and rats 
Are fairly good at making fats. 
So let us concentrate on this, 
: Our most effective synthesis. 
We understand that Brighter Biochemistry may be obtained from 
the Editor, Biochemical s.:aboratory, Cambridge, for 2s. 6d. 


ERRATA. 

Mr. W. H. KELSON asks us to correct certain slips in the abstrac 
of his paper on * Some osseous growths of the nasal and adjacent 
bones,’”’ published in the JouRNAL of December 27th, 1924 (p. 119. 
The word ‘ profuse,” qualifying osteitis, should be “ diffuse,” 
and the word ‘“ boneless,’’ applied to the swelling described bf 
Douglas Guthrie, should be ‘ bony.’’ Mr. Kelson’s case wes 
shown in 1908 to the Laryngological Society of London, not the 
Royal Society of Medicine; and the diagnosis of Westmacott’ 
eight cases, described in 1913 as being ‘ osteitis fibrosa,”’ sh 
be attributed to Professor Knaggs, not to Westmacott. 


VACANCIES. 
NOTIFICATIONS of offices vacant in universities, medical colleges, 
and of vacant resident and other appointments at hospi 
will be found at pages 34, 35, 38, and 39 of our advertisem 
columns, and advertisements as to partnerships, assistantship 
and locumtenencies at pages 36 and 37. 
A short summary of vacant posts notified in the advertisemem 
columns appears in the Supplement at page 48. 
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